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CERVICAL CYTOLOGY IN DIAGNOSIS 
OF EARLY CANCER 
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Study of exfoliated squamous cells from the uterine 
tract in health and in disease opens up weirdly fasci- 
nating and provocative avenues of approach to cancer 
research. 

It seems important at the outset to differentiate 
between the “diagnosis of early cervical cancer” and 
the term “early diagnosis of clinical, cervical cancer.’ 
There is evidence tending to prove that early cancer 
is a microscopic and preclinical entity. whereas one 
usually thinks of cervical cancer as a clinical entity. 
Early clinical! cancer is a rare finding It is most 
seldom that one sees such a thing in gynecologic prac- 
tice, and there seem: to be a big gap between the 
so-called normai cervix and clinical, cervical carcinoma, 
which is still such a formidable disease. 

The detection of cells with atypical nuclear structure 
scraped ‘from clinically normal cervices leads to the 
belief that even though the epithelial surface may be 
intact, metabolic changes are taking place in the cell 
in assuciation with the development of nuclear structure 
characteristic of cancerous growth. Such a lesion may 
not become clinically apparent until some acceleration 
of growth accompanies invasiveness, ulceratiou devel- 
ops and clinical carcinoma appears. 

The early stage of cervical cancer, then, is rare 
chiefly because of its insidious character, because it does 
not declare itself by producing symptoms, because the 
lesion is invisible and because the disease is a pre- 
clinical, microscopic entity at this stage. 

How large must a cancer be before it may be diag- 
nosed as such? Most clinical cancer is not early, even 
though it may be small, anc so long as one has to depend 
on visual recognition for diagnosis, treatment is going 
to meet the same frustration as at present. 

What constitutes early cancer? Modern theories 
indicate that early cancer represents specific changes 
in cell metabolism, cell behavior and cell structure. 

Medical science has not yet provided the means of 
detecting a metabolic change indicating cancer, and the 
basic method of diagnosing cancer has been through 
the recognition of morphologic changes in tissue biop- 
sies. ‘These changes have constituted, first, morpho- 
logic and nuclear changes of a specific character and, 
second, invasiveness. Through a study of these two 
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phenomena the pathologist has been able to predict 
with great accuracy the subsequent behavior of a cell 
or a lesion. 

In recent years, Papanicolaou’s ' important discovery 
of cancer cells in the vaginal secretions has focused 
attention on the structure of the individual cell as a 
method of detecting cancer. While cytologic methods 
lack the ability of assessing invasiveness, an abundance 
of scientific evidence is accumulating, through the work 
of Papanicolaou, Meigs and Graham,” Jones,’ Warren,* 
Seibels ° and others, to prove that recognition of specific 
morphologic cell changes enables detection of cancer. 

Routine cytologic tests on all our patients have given 
interesting results. Careful searching of the squamo- 
columnar junction by serial sections in cervices des- 
quamating cells of abnormal structure is leading to 
the diagnosis of minute preinvasive lesions. The 
detection of altered cell structure in such lesions enables 
a prognostication that they will ultimately become inva- 
sive and malignant if untreated, but they may be 
removed surgically with excellent chances for cure dur- 
ing the early stage. While not all authorities are in 
agreement that such nests of cells constitute an inevi- 
table premalignant state, a great deal of evidence is 
being tabulated which tends to bear this out. TeLinde ° 
has collected a large group of cases showing preinvasive 
carcinoma in some of whom he was able to demonstrate 
an interval of several years before invasicn occurred. 
He pointed out that “in none of these women was a 
diagnosis of cancer possible during the early stage from 
palpation or inspection of the cervix.” Schiller,’ Tay- 
lor and Guyer,* Knight® and others have similarly 
reported cases in which a considerable period was 
known to have elapsed before clinical carcinoma devel- 


d. 

Pund and Auerbach '° found 47 cases of preinvasive 
carcinoma in serial sections from the external os of 
1,200 surgically removed cervices. The chief symp- 
toms were referable to other noncancerous pelvic dis- 
ease. Only 28 per cent of patients had a history of 
intermenstrual bleeding. Gross examination of the 
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cervices showed in no case any evidence of carcinoma. 
Microscopically the neoplasms were located near or 
at the junction of the squamous and columnar epithe- 
lium. Such statistics indicate that many early cancers 
are being missed in routine examination. 

It is proposed in this study to deal chiefly with 
squamous cancer of the cervix, the common malignant 
ies. This type of cancer arises from a known 
localized focus, the squamocolumnar junction, according 
to such recognized authorities as Novak,"' TeLinde 
and Schiller. 

While the apparent invisibility of an early cancer 
lesion at this location undoubtedly contrisutes to the 
present persisting high mortality rate in this type of 
cancer, the application of cytologic methods should 
render this type of cancer more amenable to treatment. 
While a proper biopsy demands a visual lesion for 
localization, a cytologic test does not. 

It has been amply demonstrated by the independent 
work of numerous investigators in a total of over 40,000 
cases that on the positive side of the picture the finding 
of cancer cells in cytologic smears is accurate to more 
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Diagrammatic representation of various cytologic methods. 


than 90 per cent in the detection of a malignant growth. 
There has been some doubt expressed, however, as to 
the value of a negative result as an indication of free- 
dom from such disease. From an analysis of our first 
3,706 cases studied for a diagnosis of cancer, the 
average error was 3.42 per cent. The majority of the 
errors made involved false positive smears. Such cases 
should not be regarded, however, as having produced 
any harmful effect, other than to require careful inves- 
tigation and a cervical biopsy. On the other hand, it 
is a more important consideration if in the presence 
of a cancer a false negative smear lulls one into a 
sense of false security and delays the diagnosis and 
treatment. In our own series of 304 cancers, 5.9 per 
cent were missed and were near misses (suspicious 
only), but almost 90 per cent of them were fundal 
carcinomas. In other words, in cervical cancers by 
the use of selective methods, the common lesion was 
missed extremely infrequently (less than 1 per cent), 


even when these lesions were early and minute in size. . 


It is my feeling that the endometrial smear, which must 
be considered selective to the endometrial epithelium, 
would have brought success in detecting those body 
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cancers which were missed by cervical technics. There- 
fore, it would appear that selective technics and the 
method of scraping areas of suspicion contribute to 
accuracy in diagnosis and in most cases may be relied 
on to indicate the absence of squamous carcinoma. 

A study of the various cytologic methods (the figure) 
may give some indication of the degree of accuracy to 
be expected with the different methods. It has been 
my conviction that while the great facility of taking 


the test with the vaginal smear method is advantageous, 


greater time is required to locate the cancer cells. The 
cellular material is diluted, requiring painstaking study 
for diagnosis. Further, if improperly taken, the vaginal 
pool may be missed entirely. The vaginal smear prop- 
erly taken from the posterior fornix will supply cells 
from all parts of the uterine tract. Co-workers and 
I have often found that the smear has been taken from 
just inside the introitus or from the roof of the vagina 
(see insert in the diagram of vaginal smear) rather 
than from the posterior fornix pool. In such cases, 
early lesions have been missed. 


VARIOUS CYTOLOGIC METHODS (THE FIGURE) 

1. The Vaginal Smear.—The vaginal smear taken 
from the vaginal pool of secretions in the posterior 
fornix gives an over-all picture of cells desquamated 
from the entire uterine tract: cells desquamated from 
the vagina, cervix, endometrium, occasionally from the 
tube and rarely from the ovary or abdominal cavity. 
The chief advantage of this method is the ease with 
which the test may be taken. Its chief limitations are: 
(a) Cells from an early microscopic lesion may be 
missed in the profuse diluted vaginal desquamata. (0) 
Long, painstaking study is essential for accurate inter- 
pretation. (c) A negative result cannot be relied on to 
indicate freedom from malignant uterine disease. (d) 
The finding of isolated malignant cells may present a 
problem in the localization of origin of these cells. This 
uncertainty may lead to radical surgical treatment. The 
insert in the figure shows a vaginal smear being taken 
from the roof of vagina, missing the vaginal pool. 

2. Endocervical Smear.—The endocervical smear is 
advantageous in the search for a lesion in the cervical 
canal, and it is selective to the epithelium lining the 
canal. It is important to differentiate between the 
endocervical and the external os cervical smear. A 
word of caution is given in the use of this method as 
a “cervical smear.” The cannula introduced into the 
cervical canal may bypass an early squamous cancer 
developing at the cervical portal (95 per cent) in the 
search for adenocarcinoma of the canal (5 per cent). 
Aspiration applied through the cannula, once it is in 
situ in the canal, will suck up cervical mucus and more 
of the cervical columnar cells than other cytologic 
methods. But it does not collect the squamous cells 
exfoliating at the external os in which the common 
cancer may be developing. 

3. Endometrial Smear—The endometrial smear is 
valuable in detecting body cancers, which constitute the 
largest group given a false negative diagnosis. This 
method must be considered a selective smear of the 
endometrial epithelium. Its chief advantage is: it gives 
a more accurate interpretation of adenocarcinoma devel- 
oping in the endometrium. Its chief disadvantage is 


that it is not so simply obtained. It is not recommended 
for routine use. It is strongly recommended, however, 
as a secondary procedure when vaginal or cervical 
smears provide endometrial cells which are suspicious 
but indefinite. 
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4. Smear from the Cervical External Os—The smear 
from the cervical external os is offered as an alternative 
to the vaginal smear. It gives the same over-all cyto- 
logic picture as the latter with the exception of the 
vaginal cells and secretions. Its chief advantage is 
that a greater concentration of cervical squamous cells 
are collected for interpretation of cervical carcinoma 
of the common type (95 per cent). This eliminates 
more loss of time and increases accuracy of interpre- 
tation. Its chief disadvantage is that a speculum must 
be used to permit the taking of the test. 

5. The Selective Scraping Method.—The selective 
scraping method is midway between an aspiration 
smear and a biopsy. By scraping the circumference 
of the squamocolumnar junction of the cervix, a true 

“surface biopsy” of these cells may be collected prior 
to their actual exfoliation. All other cytologic methods 
except the biopsy collect cells which have already been 
exfoliated. The cervical scraping cannot be relied on 
to give an interpretation of a possible lesion in the body 
of the uterus. Therefore, it is recommended that the 
smear from the cervical external os be always taken 
along with the scraping in routine diagnostic practice. 
In the presence of a large erosion (as in the insert) 
the squamous epithelial margin must be scraped in its 
entire circumference under direct vision. The selective 
scraping method is, in my opinion, the method of choice 
for identification of early microscopic squamous cancer 
of the cervix. 

6. The Cervical Biopsy.—The cervical biopsy is most 
selective of all the cytologic methods, as a definite 
segment of tissue is excised, carrying with it a large 
aggregation of the cells from that area. In the presence 
of early cancer, however, a cervical biopsy has its 
limitations, too. A single biopsy, depending on a 
visually demonstrable lesion for localization, may miss 
a small microscopic growth. Multiple sections through 
the entire circumference of the squamocolumnar junc- 
tion may be required to provide the true pathologic 
evidence in early cancer. 


COMMENT 

For several years my associates and I have taken 
vaginal smears and smears from the external cervical 
os as a routine. Almost invariably, a greater concen- 
tration of neoplastic’? cells have been found in the 
aspiration from the cervical os. Recently, during the 
past eighteen months, we have used the selective cer- 
vical scraping method in the search for early carcirioma. 
The greater sensitivity ** of this method over other 
cytologic technics is suggested by our results. Fifteen 
early cervical cancers were diagnosed using the spatula, 
while vaginal smears taken at the same time failed to 
show the cells. It would appear, then, that while 
vaginal and cervical smears will detect an abundance 
of cells in the presence of a “full blown” cancer, the 
selective scraping is superior in the detection of micro- 
scopic cancer developing at the squamocolumnar junc- 
tion. It is our feeling that since squamous cancer of 
the cervix makes up 80 to 90 per cent of uterine cancer, 
routine methods of practice should be concentrated on 
early detection of this common offender. Our efforts 
should be directed toward applying to best advantage 
the most effective method of diagnosing early curable 
cancer, 
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CONCLUSIONS 

Diagnosis of early cervical cancer is always a micro- 
scopic technic, Such evidence argues for a total hys- 
terectomy if hysterectomy is being considered. It 
indicates more extensive treatment of cervicitis and 
erosion by electrocervical methods. Electroconization 
is recommended as a good method for diagnosis as well 
as treatment. Widespread use of cytology should 
increase the percentage of surgical cures. 

The evidence argues for the advantage of an annual 
cytologic test by a selective method to detect early 
carcinoma. If, as the evidence indicates, early cancer 
is a microscopic disease, single biopsies, or even mul- 
tiple biopsies which depend on visual demonstration for 
localization of site, may fail to detect the focus of 
growth. 

Dr. Pund’s series bear this out in a large group of 
cases. To date, we have picked out a large series 
of women (about 115) who show cells suggestive of 
carcinomatous tendencies using the spatula; yet in a 
surprising large number of these, single biopsies failed 
to detect any carcinoma. Those cases, however, which 
did have a complete conization and serial sections of 
the entire squamocolumnar junction of the cervix, 
yielded 36 preinvasive carcinomas and a still larger 
number of studies showing cells exhibiting the structure 
of cancer without a lesion large enough or definite 
enough to be labeled by the pathologist as a preinvasive 
carcinoma, Therefore, there was a rather large group 
of cases detected which were diagnosed as showing 
malignant tendencies or as showing a picture which 
has been regarded as precancerous. This group of 
precancers and cases showing cancerous tendencies 
without definite biopsies of malignant growth present 
a controversial group. We prefer, therefore, not to 
make too many claims of a specific nature regarding 
their malignant potentialities. In the meantime further 
evidence and knowledge of these cases is growing. 
While the end result of such cases would be inter- 
esting to know, they do warrant some treatment today, 
and in this type of case we have usually recommended 
either thorough electrocautery or removal of the dis- 
eased cervical tissue by conization. Such cases may 
then be followed by frequent cytologic studies, every 
two or three months, to detect possible tendencies 
toward recurrent growth. 

It is our conclusion, however, that the described 
selective cytologic method gives a sensitive indication of 
growth changes in the squamous tissues in the region 
of the junctional area, and it may be possible simply 
to scrape off a beginning area of growth in tissues, 
leaving no further evidence to be found in the tissue 
biopsy. Many of us have seen cases in which the 
curet removed entirely small adenocarcinomas of the 
endometrium, leaving no further evidence of growth 
in the tissue sections following hysterectomy. One 
similar case has recently been encountered by Dr. 
Edwin R. Robertson of Kingston, Ontario. <A small 
cervical carcinoma detected by cytologic scraping and 


confirmed by biopsy revealed no further evidence of 


cancer when multiple sections were studied from the 
surgically removed uterus. 

Many of these cases showing only fragmentary cellu- 
lar evidence of growth have been cases in which there 
was chronic cervicitis, and study of the nuclear changes 
in the cases of chronic cervicitis does give the impres- 
sion that inflammation bears some relation to malig- 
nant growths in this organ. It is our belief, however, 
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that other factors '* are necessary to produce morpho- 
logic changes of a malignant character in the cells. 

Until a real cure for cancer is found, a yearly cyto- 
logic test offers the next best thing in diagnosis and 
control of uterine cancer. 


ABSTRACT OF DISCUSSION 


Dr. CHartes E. Gattoway, Evanston, Ill.: The vaginal 
smear technic constitutes the greatest advancement in diagnosis 
and cure of cancer of the uterus in the last fifty years. 
Dr. Ayre’s technic of gently removing the surface cells of the 
cervix is a reasonable procedure, but it requires the introduction 
of a vaginal speculum, and it furnishes one with many more 
cell types than are found when the secretions are obtained by a 
pipet from the vagina. It also is somewhat questionable as to 
whether more carcinomas may be diagnosed in this manner 
than can be diagnosed by the usual vaginal technic. The diag- 
nosis of preinvasive carcinoma is controversial to some extent, 
and it is hoped that there will be some deaths from epidermoid 
carcinoma in order to back up some of these diagnoses. As in 
every other new procedure in medicine, we find that the lag 
between discovery and application is greater than it should be. 
This seems to be especially true whenever some effort is needed 
on the part of the practitioner in order to give his patient the 
benefit of the present day knowledge. Papanicolaou first applied 
the vaginal smear technic in the diagnosis of cancer of the uterus 
in 1923. But after all these years only an infinitesimal number 
of women are receiving the benefit of this simple, inexpensive 
test. At present, over 17,000 women die of cancer of the uterus 
every year in these United States. May we not consider most 
of these deaths as preventable? Our chief hope for reducing 
this terrible mortality lies in early diagnosis, because during the 
past fifty years nothing has been added to our armamentarium 
other than radium, roentgen rays and surgery. The smear 
technic may enable one to detect malignant growths before they 
can be seen or felt, and even before they have produced clinical 
symptoms. But adequately trained cytologists are lacking at the 
present time. At present, the world over, too many false 
positive vaginal smears are being reported due to inadequately 
trained cytologists. We must therefore train men and women 
to become expert and reliable in their ability to recognize 
malignant cells, not only in vaginal smears but also in urine 
sediment, sputum, gastric secretions and stools. 

Dr. Witson Footer, Oakland, Calif.: Cervical cytology is 
one of several aids that can be used to facilitate early diagnosis 
of cancer of the cervix. None of them can help if it is not used, 
and it will not be used until the examiner has become aware 
that even the normal-appearing cervix in the patient without 
symptoms may harbor cancer. Although cancer is present in the 
cervix it must at least involve the surface in order that cells 
be shed and a diagnosis of cancer be possible by the smear 
method. In one illustrative case the cervix was hard and nodular 
and clinically was diagnosed as cancer. The cervical smear 
did not contain any malignant cells. On sectioning the surface 
epithelium was entirely normal. Deep in the stroma the 
lymphatics were involved with mucin-forming adenocarcinoma, 
extension from a Krukenberg tumor. Cancer can be present 
in the cervix and not be diagnosable by this method. Studies of 
the second case illustrate an early cancer resembling a lacera- 
tion with eversion. The smear contains malignant cells and 
the biopsy shows deep invasion of the stroma. The cervix 
in the third case resembles an eversion. Suction curettage 
and biopsies of both cervical lips showed no evidence of malig- 
nant growth. Malignant cells were found on aspiration, and 
in the removed cervix there was extensive surface carcinoma 
and invasion in one small area. Case 4 presents a carcinoma 
of the cervical canal with a lobulated sharply demarcated 
leukoplakia surrounding the external os. Original biopsies from 
the leukoplakia did not reveal the cancer, smears contained 
cancer cells, and subsequent biopsy of the cervical canal showed 
invasive carcinoma. In diagnosing early cancer of the cervix 
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cytologic examinations do not replace the biopsy. On the other 

hand, the biopsy may fail to reveal cancer, when the smear 

contains exfoliated cancer cells. As in 2 of the cases presented, 

the diagnosis of cancer was made by smears after negative 

biopsies. The early diagnosis of cancer of the cervix depends 

on complete examination even in the absence of any symptoms 

and the intelligent use of all of the diagnostic aids at our 
disposal. 

Dr. Kart Martz.orr, Portland, Ore.: It is important to 
stress that early cancer of the cervix has nothing about it that 
distinguishes it grossly from some of the other benign lesions 
of the cervix. The use of the curet is a modification of the 
selective curettage technic that has long been used. It will 
probably prove to be more satisfactory than the vaginal smear 
technic, particularly when Papanicolaou staining methods are 
utilized. It is regrettable that the vaginal smear is being 
propagandized in the lay press by members of the American 
Cancer Society as a diagnostic procedure. Obviously such 
statements are untrue and harmful. As a consequence, the time 
is coming when a physician will probably be subjected to the 
hazard of unwarranted suits for malpractice if he does not 
employ the vaginal smear technic. Dr. Ayre has used the term 
“preinvasive cancer” to describe a noninvasive carcinomatoid 
change. It is a dangerous term, because probably there is no 
one who can positively say that this lesion is destined to become 
an established cancer. Still the term “preinvasive cancer” pre- 
supposes just such diagnostic acumen. If such difficulties can 
occur with well prepared tissue carefully obtained for biopsy, it 
becomes evident that the vaginal smear with its scattered and 
unrelated elements presents even greater problems. When 
desquamated cells possessing the appearance of neoplasia are 
observed in a vaginal smear preparation, one is confronted by 
three questions: Are these cells truly neoplastic? If they 
are, do they come from a bona fide cancer or from an area 
of noninvasive carcinomatoid change? The first question can 
generally, but by no means always, be answered correctly. The 
last two cannot. Therefore, the “positive” vaginal smear is not 
diagnostic of cancer. A “negative” smear also does not exclude 
cancer. Most reports concerning the reliability of the vaginal 
smear method do not specify whether their preparations come 
from patients with well developed cancer where a brief history 
and careful speculum examination by the family physician 
would permit an instant and generally correct clinical appraisal, 
or whether their material comes from patients in whom no 
suspicion of cancer exists. It is a fair assumption that the 
former group provide the bulk of the clinical material and that 
the family physician and informed patient are still the answer 
to early diagnosis. 


Dr. J. Heyman, Stockholm, Sweden: At the gynecology 
clinic of Radiumhemmet in Stockholm, we see a great number 
of patients with cancer of the uterus. We also see a great 
number of patients with irregular bleeding, and a number of 
patients are annually referred to us suspected of having a 
uterine carcinoma. Sweden is a sparsely populated country, 
and it is easy for us to follow all the patients referred to us. 
And we do follow them. Since 1914, any patient of the type 
mentioned who was referred to us has been followed. Our 
follow-up is 100 per cent. It is a fact—and I think a rather 
surprising fact—that a carcinoma has never developed in a 
patient in whom we failed to diagnose the cancerous lesion 
on clinical examination or on biopsy. There seems to me 
thus to be some slight discrepancy between the experience of 
the cytologist and the clinician. 

Dr. A. E. Rakorr, Philadelphia: The value and limitation 
of a cytologic method have been well enumerated. I should like 
to cite what our results have been in the routine application of 
these methods in Philadelphia, where during the past several 
years we have been using the vaginal smear method also as part 
of the routine examination given to women coming into the 
Health Maintenance and Cancer Prevention Detection Clinics. 
Prior to using this method, we undertook to study routinely 
500 women as they appeared for admission to the wards of the 
Jefferson Hospital, taking a single set of smears (consisting 
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of two smears) from the vagina by the method of Papanicolaou. 
These smears were read by several investigators who had had 
considerable experience with this method, who did not see the 
patients, who did not know the histories and who did not know 
the results until after the patients were operated on. Our final 
results gave a correlation of 94.8 per cent correct, positive 
and negative. However—and this I believe to be the important 
point—in 63 cases, positive for cancer of the uterus (57 cervical, 
6 fundal), we missed 19, or 30 per cent. In the negative cases 
we missed only 7, or 1.6 per cent. This indicates that the 
percentage of missed positive cases by a single set of smears 
when they are taken in a routine fashion may be rather high. 
This we feel to be the chief limitation of this method for routine 
purposes. On the other hand, in going back to these cases 
later, or in studying similar cases in which there is suspicion 
of cancer, by taking repeated smears we have almost invariably 
been able to make a positive diagnosis. When there is no 
suspicion of cancer, and when therefore only one set of smears 
would be furnished for routine examination, we feel that the 
vaginal smear method has distinct limitation. More recently, 


_ since the publication of Dr. Ayre’s work, we have also been 


taking, in selected cases, cervical and vaginal smears. In some 
instances we were able to find positive cervical smears, but not 
vaginal smears. We have also had in several instances the 
reverse happen; that is, a positive vaginal smear, with a negative 
cervical smear. For that reason we are now making it routine 
to take both cervical and vaginal smears to eliminate this 
inherent defect in the method. 

Dr. J. Ernest Ayre, Montreal, Canada: The comparison 
of the various methods of obtaining smears is important. Since 
we are-dealing with minute elements as small as cells, we are 
working in a field where precision is extremely important, and 
I think that for successful and accurate cytologic diagnostic 
results, it is essential that precision be exercised in three 
different departments: (1) in the method of taking the smear; 
(2) in the staining with Papanicolaou’s stains, and (3) in the 
interpretation by one who is familiar with cancer cytology and 
normal cytology. So far as the method of taking the smear is 
concerned, the vaginal smear, of course, has the great advantage 
of being easily taken. At the same time, its very ease perhaps 
renders it susceptible to error in that a nurse unfamiliar with 
the method, or even the patient, may take the test and may 
aspirate secretion from the roof of the vagina. Often we found 
that the smear was taken from just inside the introitus, missing 
the vaginal pool. I think that such errors perhaps account 
for some of the limitations of the method that Dr. Rakoff spoke 
of finding. In our own experience we have had a number of 
cases in which we failed to find the cells in the vaginal aspira- 
tion, whereas we did find them in high concentration in the 
selective cervical scraping. Vaginal smears will show cancer 
cells in clinical cancer but it takes longer to find them than 
in the more concentrated cervical smear. The selective scraping 
is, in our experience, the method of choice for detection of 
preclinical cancer. In order to increase the efficiency of the 
cytologic method, it is worth the extra trouble of inserting a 
speculum and going directly to the point of origin of the 
squamous cells which we want to examine. In this way we 
obtain a selective cell test for the common type of cervical 
cancer which will tend to increase the accuracy of the method 
and save more lives through earlier diagnosis. 


Rupture of Interventricular Septum.—The clinical diag- 
nosis of rupture of the interventricular septum is based on the 
sudden appearance of a loud systolic murmur, best heard over 
the fourth and fifth intercostal spaces to the left of the sternum 
following myocardial infarction. On occasion, a thrill can be 
palpated over the same areas. Furthermore, this systolic murmur 
becomes harsher with time. Auriculoventricular conduction 
defects are rarely present in this condition, and the electro- 
cardiographic tracings show changes consistent with myocardial 
infarction, and right ventricular strain. The period of survival 
after the accident may vary from a few hours to eight 
months.—Rivera-Diaz, R. S., and Miller, A. J.: Rupture of the 


-Heart Following Acute Myocardial Infarction, American Heart 


Journal, page 126, January 1948. 
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CEREBRAL ARTERIOGRAPHY IN SUBARACHNOID 
HEMORRHAGE 


1. S$. WECHSLER, M.D. 
and 


S. W. GROSS, M.D. 
New York 


Despite the fact that the clinical diagnosis of spon- 
taneous subarachnoid hemorrhage is comparatively easy 
to make and the pathology of the syndrome is fairly 
well understood, there still are enough gaps in our 
knowledge to justify further investigation of the sub- 
ject. There are, indeed, a number of excellent reviews 
of both the clinical and pathologic aspects of the syn- 
drome, but the statistics on the former are sometimes 
misleading and the studies of the latter are not always 
conclusive. Often one can make clinically the diagnosis 
of ruptured cerebral aneurysm, and not infrequently 
one may venture a correct opinion as to localization 
based on clinical signs and symptoms. But aneurysm 
is not the only cause of spontaneous subarachnoid 
hemorrhage, and necropsy does not always reveal it 
even when it is. Martland,' basing his views entirely 
on postmortem studies, stated : 


We believe that most of those cases of spontaneous sub- 
arachnoid hemorrhage which recover (fifty per cent, according 
to some clinicians) are probably not due to “leaking” or 
ruptured intracranial aneurysms, but rather to some unexplained 
infection or some as yet unknown cause. There is little anatomic 
proof that intracranial aneurysms leak, rupture and heal, or 
bleed at various intervals, and less proof that intracranial 
aneurysms may become thrombosed and disappear. 


Whether or not necropsy always reveals the cause 
of the hemorrhage, a diagnosis after death is admittedly 
of little help to a patient and not much of a guide to 
his treatment. The diagnostic reasoning in most cases 
of spontaneous subarachnoid hemorrhage has always 
been, and largely still is, circular in type and repetitious 
in effect. Some neurologists continue to rely on 
repeated lumbar puncture; most, including ourselves, 
do not; but nearly all have hitherto pursued what is 
known as conservative treatment. Obviously conserva- 
tive treatment is no treatment at all and merely is a 
euphonious justification for doing nothing, while 
expectant treatment means waiting for the patient to 
die or to get well without even the benefit of effort at 
treatment. We believe that much of the uncertainty 
as to diagnosis and prognosis can be dispelled by cere- 
bral arteriography. In a number of cases it provides 
definite indications for successful treatment and in some 
may lead to the prevention of recurrent bleeding. The 
method, then, can be not only of diagnostic but also 
of therapeutic importance. 

After the introduction of arteriography by Moniz,’ 
both practical and theoretical objections were raised 
by many. The theoretical ones refer to the danger of 
the method itself. On the basis of our own experience 
we can say with assurance, after employing the diag- 
nostic method both in the acute and subacute stages of 
subarachnoid hemorrhage, that the injection itself for 
the visualization of the arteries is a safe procedure. 
We have observed no untoward complications in any 
of our cases. The practical objection to “thorotrast” 


- erm the Neurological and Neurosurgical Service of the Mount Sinai 

Martland, H. S.: Spontaneous Subarachnoid Hemorrhage and Con- 
atid “Berry” Aneurysms of the Circle of Willis, Am. J. Surg. 43: 
10 Jan.) 1939. 

. Moniz, E.: L’angiographie cerebrale, Paris, Masson & Cie, 1934. 


518 CEREBRAL ARTERiOGRAPHY—WECHSLER AND GROSS 


(colloidal thorium dioxide) is valid. “Thorotrast” is 
4 radioactive substance, and its deleterious effects per- 
sist because it is not excreted. With the introduction 
by Gross * of “diodrast” (iodopyracet), which is non- 
radioactive and is rapidly excreted, arteriography can 
now be carried out with safety, and even multiple or 


Fig. 1 (case 1).—Vascular malformation in left frontoparietal area. 


repeated injections may be made with impunity. Since 
we began to use “diodrast” for arteriography in 1939, 
for the study of subarachnoid hemorrhage and the 
investigation of cerebral vascular lesions without 
hemorrhage, we, as well as others,‘ have extended the 
use of cerebral arteriography as a diagnostic method. 
Recent studies of brain tumors have demonstrated the 
value of the method in conditions other than vascular 
anomalies. The cases about to be-described illustrate, 
we believe, the diagnostic value of visualizing by means 


Fig. 2 (case 2).—Diffuse vascular malformation in right parieto 
occipital region. 


of arteriography the nature of some of the vascular 
anomalies or aneurysms causing subarachnoid bleeding 
and the indications for arterial ligation, brain explora- 
tion or roentgen treatment. 


3. Gross, S. W.: Cerebral Arteriography in the Dog and in Man with 
a reget Excreted Organic lodide, Proc. Soc. Exper. Biol. & Med. 42: 
258, 

4, ‘Lis C. F., and Hodges, F. J.: Intracranial Angiography, J. Neuro- 
surg. 3: 25, 1946. 


A. M. A. 
eb. 21, 1948 
REPORTS OF CASES 


This paper deals with 10 cases of subarachnoid 
hemorrhage in which arteriography was performed 
during the acute or subacute phase. 


Case 1.—Vascular malformation of the left frontoparietal 
area with repeated attacks of subarachnoid bleeding. 

S. C., a white woman aged 30, was hospitalized eight years 
before in another institution, where the diagnosis of sub- 
arachnoid hemorrhage was made. She was unconscious for 
seventy-two hours at that time and had right hemiplegia. She 
was admitted to the Mount Sinai Hospital for the first time 
on Aug. 26, 1939. Four days previously, while in apparent 
good health, she suddenly became comatose, and right hemiplegia 
and rigidity of the neck developed. The cerebrospinal fluid 
was frankly bloody. She gradually improved on bed rest and 
was discharged on Oct. 26, 1939. At home she complained of 
headache and right-sided seizures. On Oct. 1, 1941 she began 
to vomit and became drowsy, and her neck became stiff. She 
was readmitted four days later with a right hemiplegia and 
aphasia. The spinal fluid contained 40,000 red blood cells per 
cubic millimeter. On Nov. 21, 1941 left cerebral arteriography 
demonstrated a vascular malformation in the left frontoparietal 
area (fig. 1). The left common carotid artery was ligated 


Fig. 3 (case 3).—Vascular malformation in right posterior parietal area. 


and she improved. She was seen in the follow-up clinic up to 
Dec. 14, 1944, and she had no further attacks of subarachnoid 
hemorrhage. 


Comment.—This patient had several attacks of sub- 
arachnoid bleeding, each with right hemiplegia and 
aphasia. Arteriography demonstrated a vascular mal- 
formation in the left frontoparietal area. She was 
observed for three years after ligation of the common 
carotid artery. During this period no attacks of sub- 
arachnoid bleeding occurred. 


Case 2.—l’ascular malformation in the right paricto-occipital 
area. 


L. K., a white woman aged 43, was admitted to the hospital 
in 1946 with the history of repeated episodes of subarachnoid 
hemorrhage since the age of 8. She had five previous admis- 
sions to Mount Sinai Hospital, each time because of sudden 
onset of headache, stiff neck, photophobia and vomiting. On 
this, her sixth admission for the same complaints, she had, in 
addition, left central facial weakness and a Babinski sign on the 
left. Lumbar puncture showed xanthochromic fluid under a 
pressure of 195 mm. Right cerebral arteriography done on 
Jan. 11, 1946 disclosed a vascular malformation in the right 
parieto-occipital area (fig. 2). Radiotherapy was given. The 
patient remained fairly well up to June 2, 1946, when she had 
another typical attack of subarachnoid bleeding, from which 
she slowly recovered. 
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Comment.—The carotid artery was not ligated in 
this case since the lesion was not noted in the wet 
roentgen film. A course of radiotherapy did not pre- 
vent subsequent subarachnoid bleeding. 


Case 3.—lascular malformation with sudden onset of sub- 
arachnoid bleeding. 

B. S., a white woman aged 40, had been in good health except 
for migraine of many years’ duration. She had had mild hyper- 
tension since the age of 37. In September 1946, she was 
suddenly seized with severe pain above the right eye, followed 
by vomiting. Two days later left hemiplegia developed. Within 
a few days she became confused, restless and incontinent of 
urine and feces. On admission to the Mount Sinai Hospital she 
was apathetic but facetious. She had left hemiparesis, left 
homonymous hemianopsia and bilateral choked disks. The spinal 
fluid showed xanthochromic fluid. Roentgen examination of the 
skull showed displacement of the pineal gland to the left, and 
the electroencephalogram indicated a neoplasm in the right 
posterior temporal region. The patient slowly improved during 
the next three weeks. On Dec. 10, 1946 a right cerebral arteri- 
ogram disclosed an extensive vascular malformation in the right 


Fig. 4 (case 4).—Vascular maltormation in left parieto-occipital area. 


posterior parietal area (fig. 3). The right common carotid 
artery was ligated. At the time of discharge, Dec. 22, 1946, 
she was greatly improved. The fundi were normal. When seen 
in March 1947, she was well. 


Comment.—lIn this case the history suggested a rup- 
tured aneurysm of the circle of Willis while the roent- 
genograms and electrocephalogram favored a tumor. 
Arteriography demonstrated a large vascular mal- 
formation. 


Case 4.—Malformation in right parieto-occipital area with 
acute subarachnoid hemorrhage. 

S. C., a white woman aged 30, had one previous attack of 
subarachnoid hemorrhage; she was comatose for several days 
but eventually made a good recovery. In September 1946 she 
had one generalized convulsion, followed by right-sided head- 
ache, and on Jan. 14, 1947 a second one. She was readmitted 
to the Mount Sinai Hospital the following day. At this time 
there were no neurologic abnormalities. The spinal fluid was 
clear and colorless. An electroencephalogram showed diffuse 
6 per second activity. A right cerebral arteriogram (fig. 4) 
revealed a vascular malformation in the right parieto-occipital 
area. The right common carotid artery was ligated. The 
patient was discharged on Jan. 31, 1947. She has remained 
well except for two generalized seizures which occurred when 
she failed to take diphenylhydantoin sodium. 
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Comment.—The original clinical diagnosis was rup- 
tured cerebral aneurysm, but the arteriogram showed 
a vascular anomaly. 

Case 5.—Capillary hemangioma of the left occipital area. 


M. R., a white man aged 37, was in good health until seven 
weeks before admission, when he had a sudden attack of vornit- 


Fig. 5 (case 5).—Capillary hemangioma in left occipital area 


ing and loss of consciousness for a few hours, followed by 
further vomiting, violent headache, rigidity of the neck, dizziness 
and drowsiness. A lumbar puncture done at another hospital 
yielded a grossly bloody fluid under increased pressure. He was 
admitted to the Mount Sinai Hospital on Jan. 29, 1947, seven 
weeks after the initial attack. The neurologic examination at 
this time showed no abnormalities. The spinal fluid was color- 
less; there were no cells, and the total protein was 86.5 mg. per 
hundred cubic centimeters. The electroencephalogram showed 
a large amount of diffuse symmetric activity, 4 to 6 per second 
without focal accentuation. Right cerebral arteriography showed 
no abnormalities. Left arteriography, done a few days later, 


Fig. 6 (case 6).—Aneurysm of left internal carotid artery at junction 
of posterior communicating artery. 


showed a telangiectatic malformation in the left occipital area 
(fig. 5). High voltage roentgen therapy was given, and two 
months later the patient was free of headache and dizziness. 


Comment—As the vascular abnormality was not 
recognized in the wet roentgen film, the common 
carotid artery was not ligated, but when the lesion 
was seen to consist of small vessels, which appeared 
to be radiosensitive, roentgen therapy was instituted. 
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Cast 6.—Supraclinoid aneurysm with subarachnoid hemor- 
rhage. 

R. G., a white woman aged 33, had a sudden attack of pain in 
the back of the head; two days later a complete left third nerve 
paralysis developed. Four weeks afterward she suddenly became 
unconscious and had bloody spinal fluid. After three weeks’ 
hospitalization she improved generally, but the left third nerve 
paralysis persisted. In addition to diplopia she complained of 
pain around the left eye. An arteriogram done Aug. 14, 1946 
showed a supraclinoid aneurysm probably arising at the junction 
of the internal carotid and posterior communicating artery 
(fig. 6). The left common carotid artery was ligated. The 
third nerve paralysis slowly improved, and the pain around 
the eye disappeared. She has remained in good health up to the 
present time. 


Comment.—The pain in the eye, which pointed to 
involvement of the ophthalmic branch of the trigeminal 
nerve, and the oculomotor paralysis left no doubt that 
the bleeding was due to rupture of an aneurysm of 
the anterior portion of the circle of Willis. 

Case 7.—Supraclinoid aneurysm with severe subarachnoid 
bleeding.® 

M. W., a Negro woman aged 23, began to have severe 
occipital headache on Jan. 25, 1947. The next day she became 
drowsy, vomited several times and was admitted to the hospital. 


Fig. 7 (case 10).—Vascular malformation in left parietal area. 


Examination showed rigidity of the neck and a _ bilateral 
Babinski sign. The spinal fluid was grossly bloody. On Feb. 
3, 1947, she had a generalized convulsion. She seemed to 
improve slowly up to Feb. 13, 1947, when she had another 
convulsion followed by a left hemiplegia with forced deviation 
of the eyes to the right, and stupor. Arteriography done on 
February 22 showed a berry aneurysm near the bifurcation 
of the right internal carotid artery. The right common carotid 
artery was ligated. She continued in stupor, but spinal puncture 
showed no evidence of new bleeding. On February 26 a 
craniotomy was done. The aneurysm was found springing from 
the middle cerebral artery near its junction with the internal 
carotid artery. A silver clip was placed around the base of the 
aneurysm. The patient improved temporarily. She became 
less stuporous and began to take food by mouth. While appar- 
ently doing well she took a sudden turn for the worse; she died 
March 23, almost one month after intracranial ligation of the 
aneurysm. Autopsy was not permitted. 


Comment.—This patient was in poor condition from 
the onset of her illness. After ligation of the common 
carotid artery in the neck there was no further evi- 
dence of fresh bleeding. 


5. This case and the next one are from the service of Drs. Savitsky 
and Gross at the Lebanon and Morrisania hospitals. 
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Case 8.—Subarachnoid bleeding with large intracerebral clot. 

W. T., a white man aged 39, had had a head injury without 
loss of consciousness nine months previous to his hospital 
admission on March 26, 1947. After the head injury he became 
forgetful and irritable but otherwise seemed well. On the day 
of admission a left hemiplegia suddenly developed with twitching 
of the left side of the face. He complained of severe right-sided 
headache, became drowsy and finally unconscious. Just before 
admission he had a severe generalized convulsion. The spinal 
fluid was grossly bloody under a pressure of 360 mm. He had 
a stiff neck, conjugate deviation of the eyes to the right, left 
homonymous hemianopsia and a left hemisensory syndrome. 
The fundi showed early choked disks. On April 12, a right 
cerebral arteriogram was done, followed by a right subtemporal 
decompression and evacuation of a large intracerebral hematoma 
from the right temporal lobe. After this the patient’s mental 
condition and eye signs improved rapidly. Spastic paralysis 
of the left upper extremity persisted (as of May 20, 1947). 


Comment.—Although the aneurysm was not demon- 
strated in the arteriogram we believe that the patient 
had an aneurysm of the right middle cerebral artery 
which burrowed in the temporal lobe and_ finally 
ruptured. 


Case 9.—Aneurysm of right internal carotid artery near its 
bifurcation, with severe subarachnoid bleeding. 

S. R., a white woman aged 28, had been in good healtn except 
for periodic migraine. On March 24, 1947, she suddenly became 
dizzy and rapidly lost consciousness. For a few days prior to 
this episode she had pain above the right eye and drooping of 
the right eyelid. She was admitted to the hospital, almost in 
a moribund state. Her pupils were widely dilated, all four 
extremities were weak, and the blood pressure was 80 systolic 
and 50 diastolic. The spinal fluid was grossly bloody under a 
pressure of over 600 mm. Within twelve hours she improved 
slightly, but the temperature was 103F. and her neck was 
rigid. On March 27 a left hemiplegia was noted. On March 30 
she sank into deep coma. The spinal fluid was still grossly 
bloody. Arteriography disclosed an aneurysm of the right 
internal carotid artery near its bifurcation. The right common 
carotid artery was ligated. The patient remained comatose and 
died ten hours later. 


Comment.—This patient was almost moribund from 
the onset of her first attack of subarachnoid bleeding. 
She would have died even if arteriography and carotid 
ligation had not been done. 


Case 10.—Multiple vascular malformations of the brain. 

S. G., a white youth aged 17, was admitted to the hospital on 
Oct. 5, 1939. 

Past History: The patient’s birth was normal; he did not 
talk until the age of 5, and is said to have had “poliomyelitis” 
at the age of 5%, followed by weakness of the left upper 
extremity. In 1938 he had a generalized convulsion. In 
September 1939 sudden weakness of the right upper extremity 
developed and he became stuporous. On admission he showed 
a right hemiplegia, right hemihypesthesia, right astereognosis, 
bilateral choked disks, rigidity of the neck and a pulse of 54. 
Lumbar puncture showed xanthochromic fluid with crenated 
red blood cells under a pressure of 480 mm. Left cerebral 
arteriography on Oct. 9, 1939, showed a vascular malformation 
in the left parieto-occipital region. A left subtemporal decom- 
pression was done and the cerebral veins in the exposed area 
appeared greatly enlarged. The patient’s condition began to 
improve rapidly. Radiotherapy was started on Oct. 19, 1939. 
The patient continued to improve. On Nov. 28, 1939 the fundi 
were normal. He remained well until March of 1943, when 
he began to have jacksonian seizures involving the left hand, 
but he continued to work up to May 15, 1946, when he was 
readmitted to the Mount Sinai Hospital. On examination a 
bruit was heard over the left temporal region. A left arteri- 
ogram showed a vascular malformation in the parietal area 
(fig. 7). The common carotid artery was ligated, and though 
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the bruit persisted it was less intense. Because of a sudden 
episode of loss of speech in October 1946, he was given radio- 
therapy, and he improved once more. 


Comment.—The patient evidently had bilateral vascu- 
lar malformations of the brain. What was diagnosed 
at the age of 5% as poliomyelitis probably was a sub- 
arachnoid hemorrhage. Twelve years later he had 
another subarachnoid hemorrhage, this time with right 
hemiplegia. Arteriography, subtemporal decompres- 
sion and radiotherapy were followed by recovery. 
When jacksonian seizures set in and a bruit was 
detected arteriography was done again. In retrospect, 
a right arteriogram should have been made, since a 
previous left arteriogram already had demonstrated the 
vascular anomaly on the left side. 


COM MENT 


The statement frequently made that spontaneous sub- 
arachnoid hemorrhage generally is the result of rupture 
of a cerebral aneurysm,® especially of the circle of 
Willis, is not borne out by our observations. These 
cover a larger number of cases than are recorded in 
this paper. Of the rather small series of 10, 6 were the 
result of vascular malformations demonstrated by 
arteriography, and only 4 of aneurysms. In 3 of the 
latter the aneurysms were near the bifurcations of the 
carotid, and in the fourth the aneurysm was presumed 
to have burrowed into the temporal lobe, where it 
ruptured and caused a large intracerebral hemorrhage. 

Three of the patients in our series of cases who had 
several recurrent episodes of subarachnoid bleeding 
were found to have vascular malformations. The 3 
others with vascular malformations were observed dur- 
ing their initial attack or shortly thereafter. It seems 
- to us that recurrent subarachnoid hemorrhages with 
recovery, with or without sequela, are more likely to be 
the result of vascular malformations than of aneurysms. 
Aneurysms are more likely to be fatal during the first 
attack or the second, unless successful ligation can be 
carried out after demonstration by arteriography. Since 
the symptoms of subarachnoid hemorrhage are mainly 
general and the clinical signs essentially meningeal, it 
is usually difficult to state with assurance either the 
nature or the location of the lesion. Visualization of 
the arteries is the only method of making the diagnosis 
certain. For the first time a method is available which 
provides definite therapeutic indications, be they arterial 
ligation, intracranial exploration or deep radiation. 

Ligation of the common carotid artery on the side of 
the lesion was done in 4 patients with vascular anoma- 
lies; 2 others were treated by radiation. In 3 patients 
with aneurysms the common carotid alone was ligated ; 
in the fourth intracranial ligation was done in addition. 
The reason for ligating the common carotid and not the 
internal carotid is that it is safer. 
reduced only about 50 per cent and no preparation, such 
as gradual compression of the artery, is necessary. Also, 
there is little danger of convulsions or hemiplegias. The 
2 patients who died after ligation were practically mori- 
bund, and it was felt that they would not have survived 
anyway. The arteriography and the ligation were mea- 
sures of last resort in both of them. Exploration was 
done only once in a patient with a vascular anomaly, 


6. Richardson, J. C., and Hyland, H. H.: 


Intracranial Aneurysms, 
Medicine 20:1 (Feb.) 1941. 
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because we were of the opinion that intracranial 
exploration did not offer much, whereas arterial liga- 
tion or high voltage radiation promised considerably 
more, 

As to recurrences, all patients who had ligations for 
cerebral vascular malformations have so far had no 
subsequent attacks of bleeding. Two of the cases are 
rather recent, so that one cannot speak with absolute 
assurance as to recurrence in them. In 1 case of 
vascular malformation, in which treatment was by 
radiation but without ligation of the carotid, there were 
two recurrences. This was one of our early cases, 
when our experience was limited. The wet roentgen 
plate was not properly interpreted at the time. After- 
ward ligation was not done for other reasons, which 
we do not now regard as valid. 

The question of when to do an arteriogram and 
when to ligate the artery perplexed us a great deal at 
first. In our inexperience we were afraid to do an 
arteriogram immediately after the hemorrhage occurred 
or in the acute stage, and the procedure was deferred 
for weeks and weeks. Then when the patient recovered 
it was not done either because the patient refused to 
have it done or we hesitated too long. As the technic 
was perfected and skill in reading films increased, and 
as we learned that arteriography was both simple and 
safe, we ventured to do it earlier and earlier until now 
we no longer hesitate to do it in the very acute phases 
of the hemorrhage. 

SUMMARY 

Many cases of spontaneous subarachnoid hemor- 
rhage, especially with focal lesions, are the result of 
vascular malformations rather than aneurysms. Recur- 
rences are more likely to occur in vascular malforma- 
tions. Ruptured cerebral aneurysms are more apt to 
cause death in the first or second attack. 

Only visualization by arteriography can make certain 
either the location or the nature of the lesion in most 
of the cases. Arteriography is not only a diagnostic 
method but a reliable guide to treatment. It is a 
simple and safe procedure. 

Ligation of the common carotid carries practically no 
risk with it. Surgical treatment, whether ligation alone 
or in combination with deep radiation, will prevent 
recurrence in many cases. 


His Father Was a Physician.—Adolph Kussmaul was born 
in 1822 at Graben, near Karlsruhe, Germany. His grandfather 
had been a military barber-surgeon and his father was a physi- 
cian. Kussmaul received his medical education at Heidelberg 
and then settled down as a country practitioner. Serious illness, 
however, compelled him to abandon medical practice. He taught 
at Heidelberg from 1855 to 1859, when he accepted the chair of 
internal medicine at Erlangen. In 1863 he accepted a similar 
position at Freiburg. Kussmaul was instrumental in initiating 
a new scientific movement that was to become of great impor- 
tance in the development of clinical medicine. This was the 
idea of functional diagnosis, according to which information 
regarding the early stage of an affection of an organ could be 
obtained by testing its functions. In 1876 Kussmaul became pro- 
fessor at Strassburg, where he remained until his retirement in 
1888. Such time as he could spare he devoted to his autobiog- 
raphy, “Reminiscences of the Youth of an Old Doctor,” and the 
unfinished sequel “A Teacher in Heidelberg.”—Rosen, George, 
and Caspari-Rosen, Beate: 400 Years of a Doctor’s Life, New 
York, Schuman’s, 1947. 
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SPONTANEOUS SUBARACHNOID HEMORRHAGE 
OF ANEURYSMAL ORIGIN 


Factors Influencing Prognosis 


WALLACE B. HAMBY, M.D. 
Buffalo 


Morgagni! of Padua in 1761 first described an intra- 
cranial aneurysm, and seventeen years later Biumi® of 
Milan described a case of subarachnoid hemorrhage, the 
cause of which was found at autopsy to be a ruptured 
aneurysm of the circle of Willis. For the next seventy- 
five years the continental medical literature carried 
reports of hemorrhages and of aneurysms with little 
evidence of correlation between the two subjects. In 
1859 Gull* of Guy’s Hospital correlated these reports 
and emphasived that “spontaneous subarachnoid hemor- 
rhage” usually was due to rupture of an aneurysm of 
one of the arteries on the base of the brain. In 1924 
Symonds,‘ also of Guy’s Hospital, and in 1941 Richard- 
son and Hyland® of Toronto brought the subject up 
to date in complete monographs. Recent reports by 
Magee ® and by Wolf, Gouodell and Wolff? have con- 
tributed data especially concerning prognosis. 

This report is based on a study of the records of 
130 patients suffering from subarachnoid hemorrhage 
at the Buffalo General Hospital in the years 1922 to 
1935, inclusive. Seventy-five of the patients were 
women and 55 were men. They varied in age (fig. 1) 
from 7 months to 80 years. The age distribution was: 
1 in the first decade of life, 1 in the second, 10 in 
the third, 24 in the fourth, 43 in the fifth, 30 in the 
sixth, 15 in the seventh and 6 in the eighth. 


ETIOLOGY OF SPONTANEOUS SUBARACHNOID 
HEMORRHAGE 


For the purpose of this review, the term spontaneous 
subarachnoid hemorrhage was restricted to include 
those cases of subarachnoid hemorrhage occurring with- 
out external trauma and without obvious cause for 
hemorrhage or preexisting disease. Cases of primary 
cerebral hemorrhage with secondary leakage into the 
subarachnoid space, bleeding brain tumors, blood dys- 
crasies, etc., were not included. 

In 130 cases of subarachnoid hemorrhage, the cause 
of the hemorrhage was determined in 47 patients, 41 
at necropsy and 6 at operation. Ruptured aneurysms 
were found in 44 of the 47 patients (93.6 per cent). 
Two aneurysnis were found in each of 2 patients, 
making a total of 46 aneurysms. The origin of the 
hemorrhage was from a ruptured spinal artery in 1 
case, from a ruptured arteriosclerctic vessel in 1, and 
in 1 case of bilateral occipital hemorrhages with sub- 
dural hematoma and subarachnoid hemorrhage the 
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origin of the bleeding was not found at necropsy. Of 
the 46 aneurysms, 44 were classified as being of “berry” 
type, one mycotic and one leaking arteriovenous 
(carotid-cavernous) aneurysm. It seems reasonable 
to assume that in the unproved cases the percentage 
due to aneurysm would parallel that of the proved 
cases. 

A much more diverse etiology is obtained if all cases 
of subarachnoid bleeding are included. In discussing 
the etiology of subarachnoid hemorrhage Courville * 
listed the cause of 149 cases found in the study of 
1,509 autopsies. He concluded that external trauma 
probably causes more than half of all instances of 
subarachnoid hemorrhage. In this group were listed 
35 cases of injuries and hemorrhagic diseases of the 
newborn, 32 due to arteriosclerosis and hypertension, 
16 to ruptured aneurysms, 11 to embolism, ete. 

Sands * analyzed the observations on 120 cases of 
subarachnoid hemorrhage: Twenty-two per cent could 
not be classified as to cause; 7.5 per cent were attributed 
to trauma; 25 per cent to arteriosclerosis ; 13.6 per cent 
to infectious diseases; 20.4 per cent to. intracranial 
aneurysms, and a smaller number to cerebral neoplasms, 
blood dyscrasias and cerebral hemorrhages. Kernohan 


Tas_eE 1.—Location of Aneurysms Found at Necropsy and 
at Operation * 


Artery Left Midline Right Total 
Internal earotid..... “a 2 14 
Anterior cerebral. 2 5 7 
Carotid 
Segment 
Anterior communicating........ ie 13 ‘ 13 40 
Middle 3 3 6 
Posterior communieating....... 1 1 
Posterioz cerebral.............. 2 2 
Basilar 
Segment 
Posterior inferior cerebellar..... 1 1 6 
20 15 ll 46 


*In this table the main stem vessel is named. If the aneurysm 
oceur-ed at the junction of the inte nal carotid and the posterior 
communicating, it is designated an ancurysm of the internal carotid. 
‘the carotid extends to the origin of the anterior cerebral artery. 


and Woltman '° reported 4 cases of patients dying after 
operation for other cause, of subarachnoid hemorrhage 
due to primary necrosis of vessels, which they sus- 
pected was due to focal infarcts in the vessel walls. 
Bagley ™ reported 1 case of a man who suffered an 
attack of massive subarachnoid hemorrhage due to 
rupture of an internal carotid artery which eventually 
healed. Symonds* in 124 cases found the cause of 
hemorrhage in 71. It was due to arteriosclerosis in 
24, to syphilis in 10 and to aneurysms in 11. In 41 
of the 124 cases the cause of hemorrhage was obscure. 
He asserted that hemorrhages of unexplained origin 
are often caused by aneurysms that are not found, 
since they frequently are minute and always are deeply 
imbedded in the clot and thus easily escape notice at 
autopsy. 

Gull * observed that the apparent rarity of aneurysms 
as the cause oi hemorrhage probably was related to 
the fact that they were not looked for. He noted that 
they are difficult to find unless they are specifically 
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sought out. “Whenever young person: die of symp- 
toms of ingravescent apoplexy and after death large 
effusion of blood is found, especially if the effusion 
be over the surface of the brain in the meshes of the 
pia mater the presence of an aneurysm is probable.” 
Schmidt ** emphasized that failure to find an aneurysm 
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F Fig. 1—Graphic distribution of patients according to age. 
during a routine postmortem examinatic1 does not 
exclude that probability. He believed that the great 
majority of, and perhaps all, spontancous subarachnoid 
hemorrhages resulting in death were due to aneurysms. 

It is evident that subarachnoid bleeding can occur in 
a variety of diseases. Usually the underlying disease 
is evident, however, and the analysis of this series leads 
to the conclusion that even in the presence of arterio- 
sclerosis the origin of spontaneous subarachnoid hem- 
orrhage is usually from a ruptured aneurysm of one 
of the arteries in or near the circle of Willis. 

Location of Aneurysms.—The location of the aneu- 
rysms in this series is shown in table 1 and diagram- 


AUTOPSY CASES 


SURGICAL CASES 


16 14 1o — 40 


Fig. 2.——Diagrammatic presentation of location of aneurysms found at 
necropsy and at operation. Dotted lines indicate double aneurysms in 2 
patients. 


matically in figure 2. Twenty of the lesions were on 
the left side of the circle of Willis, eleven on the right 
and fifteen in the midline. In reported proved cases, 
the majority of aneurysms has been found on the ante- 
rior half of the circle of Willis. In this series this 
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observation was confirmed, forty examples being found 
on the carotid and six on the basilar segments of the 
circle. 

INTRACEREBRAL HEMATOMAS 


Of the 44 fatal case: of subarachnoid hemorrhage 
due to rupture of aneurysm, concom:tant intracerebral 
hematomas were found in 23 (52 per cent) (fig. 3). 
The frontal lobe was involved in 17 cases. The hemor- 


_ rhage originated from the anterior cerebral or com- 


municating vessels in 12 of these, from the middle 
cerebral in 3 and from the internal carotid artery in 2. 
The temporal lobe was involved in 5 cases, by hemor- 
rhage from the middle cerebral artery in 3 and from 
the posterior cerebral and posterior communicating in 
1 case each. In one hematoma of the occipital lobe the 
vessel of origin of the hemorrhage was not found. 

In 4 additional cases that were not examined at 
autopsy, intracerebral hematomas were found and evac- 


Fig. 3.—Location of intracerebral hematomas and the vessels of origin 
of the hemorrhage. 


uated surgically. One patient recovered and 3 died. 
In 2 of the fatal cases the origin of the hemorrhage was 
found in aneurysms of the anterior cerebral arteries, 
and in the other in a mycotic aneurysm. 

Clinical evidence of major cerebral damage accom- 
panying spontaneous subarachnoid hemorrhage, espe- 
cially in the presence of increasing intracranial pressure, 
should lead the clinician to suspect the presence of an 
intracerebral hematoma, since this lesion is found at 
necropsy much more frequently than is occlusion of 
a major cerebral artery. 


CLINICAL COURSE AND PROGNOSIS 

Recovery from the initial attack has been reported 
in approximately 50 per cent of patients. In this series 
48.5 per cent recovered. Analysis of the clinical his- 
tory and physical findings in this series yielded little 
diagnostic information that has not been described 
earlier. Various data were compared in the clinical 
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courses of patients who survived and those who died 
in an attempt to discover a better basis for prognosis 
in the individual case. 

Onset.—The onset of symptoms was sudden in 90 
per cent of patients, 10 per cent having vague, non- 
specific prodromes. 

Character of Onset—1. Head pain was the initial 
symptom in 69 of the 130 patients. Since this symptom 
is practically universal within a short time after onset, 
the percentages are not considered significant. Sixty- 
five per cent of those who recovered and 42 per cent 
of those who died recorded this as their first symptom. 
2. Unconsciousness was the first sign in 42 patients. 
Of these, 29 (69 per cent) died and 13 (31 per cent) 
recovered. This may be significant, since in this series 
the chances of survival of a patient with unconscious- 
ness as the presenting sign were only 3 to 7. 3. Less 
common initial symptoms were: paralysis in 4 patients, 
of whom 3 died; convulsions in 2, both of whom died, 
and dizziness in 2, both of whom recovered. 

Circumstances of Onset—Richardson and Hyland ° 
found that the activity of the patient at the time of 
hemorrhage was of little importance in determining 
its onset or severity. The patients were at rest in bed, 
standing or walking in 78 per cent of cases. Undue 


Taste 2.—Summary of Previous Illness Recorded for Patients 
Admitted with Spontaneous Subarachnoid Hemorrhage 


Recovered (63)* Died (67)* 
Hype. tension (heart trouble and arterio- 

Periodic headache or migraine............ 4 1 
Pregnancy cr post partum................ 2 2 


* One patient in either or both groups had suffered from prostatic 
obstruction, deafness and tipnitus, uleoholism, attacks of sync. pe, 
recent head injury, mental disorder, Raynaud's disease, 
“stroke.” acute infection of the upper respiratory tract, Bell's palsy 
and pulsating exophthalmos. 


muscular exertion appeared to precipitate the onset in 
only about 1&-per cent. They concluded that the rup- 
ture of an aneurysmal sac is usually a gradual process 
of stretching and hemorrhagic dissection and in only 
a few cases is the tear culminated by a sudden increase 
in blood pressure due to violent muscular effort. Only 
8 per cent claimed an isolated incident as a precipitating 
factor in Magee’s® series. In 90 per cent there was 
no history of physical exertion, and in 28 per cent of 
his patients there was a special accent on rest, the 
patient being seized with the hemorrhage while in bed 
or in a chair. In his 50 cases of recurrence, more 
than two thirds occurred while the patients were in 
bed or in a quiet hospital environment. He concluded, 
“As between rest and effort this series suggests that 
the former deserves the greatest share of blame.” 
Martland ** found that development of aneurysms was 
not related to trauma but that rupture might be pre- 
cipitated by trauma or by physical exertion. He empha- 
sized that trauma rarely was a cause, the same catas- 
trophe occurring while asleep. [exertions which cause 
elevation of intracranial blood pressure, such as strain- 
ing at stool, lacing the shoes, sexual intercourse or 
sneezing were of more importance than major trauma. 
Magee, on the other hand, made a series of sixty-three 
blood pressure readings while spinal fluid pressure was 
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increased and found in 52 cases that systolic pressure 
was lower than 150 mg. of mercury. He believed that 
whatever the cause of the leak, increased blood pressure 
should not be implicated. The level of blood pressure 
after the acute episode, however, is no criterion of 
what it might have been at the moment of rupture 
of the aneurysm. Wolf, Goodell and Wolff? found 
that the majority of their patients were engaged in 
ordinary activity when the rupture took place. Exces- 
sive activity was noted rarely before the hemorrhage. 

In-our series, also, the majority of patients were 
engaged in ordinary activities at the time of onset of 
hemorrhage. A few were engaged in activities that 
might elevate their blood pressure, such as swinging 
a sledgehammer at work, playful wrestling, coitus, pol- 
ishing or washing a floor, carrying an outboard motor 
and moving heavy furniture. More commonly the 
patient was at his usual work, driving a car, walking, 
sitting, standing and in several instances was asleep. 
The patient’s activity at the time of the onset was not 
judged worthy of specific -record in the majority of 
instances in this series. 

AGE 

Age was not a determining factor in this series 
(fig. 1). The ages of patients who recovered ranged 
from 7 months to 74 years, an average of 45 years. 
The ages of those who died ranged from 25 to 80 
years, an average of 48.4 years. This is contrary to 
the experience of Richardson and Hyland,’ who found 
the average age of patients who died to be ten years 
higher than that of the survivors. Magee ® found that 
6 per cent of his patients were under 20 years of age, 
50 per cent were in the third decade, 37 per cent in 
the fourth decade and 6 per cent in the fifth decade. 
In his series, the recovery rate diminished with the 
age. In Martland’s'*® series of 54 cases of sudden 
death due to subarachnoid hemorrhage, age was not 
a significant factor. 

SEX 

Although in this series women were more commonly 
victims of spontaneous subarachnoid hemorrhage than 
were men (75:55), death favored neither sex. Forty- 
eight per cent of the women and 51 per cent of the 
men died of the disease. 


STATE OF HEALTH PRIOR TO SUBARACHNOID 


HEMORRHAGE 
No history of any previous constitutional disease was 
obtained in 51 of the 130 cases. The records of the 
other patients revealed various disorders as summarized © 


table 2. 


Vascular Disorders—Thirteen (21 per cent) of the 
patients who recovered and 16 (24 per cent) of those 
who died had a history of “heart trouble” or findings 
indicative of chronic vascular disease, hypertension, 
or arteriosclerosis. Blood pressure at the time of admis- 
sion was elevated in 21 of the 63 survivors (32 per 
cent) and in 26 of the 67 who died (39 per cent). 
As Richardson and Hyland® pointed out, during the 
acute phase of the illness patients may show elevations 
of the blood pressure which subside as their condition 
improves. Magee® found that in 52 patients of 63 in 
whom blood pressure readings were made the pressure 
was below 150 mm. of mercury. This was at a time 
when the spinal fluid pressure was increased. 

Headache——Chronic headaches prior to the hemor- 
rhage were complained of by 7 (11 per cent) of the 
patients who recovered and by 7 (10 per cent) of 
those who died. From the description of the headaches 
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and the findings at postmortem examinations, no satis- 
factory explanation of this complaint was discovered. 

Periodic headaches or migraine were complained of by 
4 patients who recovered and by 1 who died. Dun- 
ning '* made an analysis of the association of migraine 
and aneurysm and found them associated occasionally. 


44 (45%) 
OIEOD 


23(72%) 
DIEO 


Fig. 4.—Proportion and fate of patients admitted in primary and 
secondary attacks of bleeding. 


Since changes in caliber of cranial blood vessels are 
known to occur during attacks of migraine, he felt 
that this was probably a predisposing factor to hemor- 
rhage and occlusion in the presence of an aneurysm. 
From the analysis of the records in our cases, migraine 
and other types of periodic headache must be listed 
together, since the histories were not sufficiently specific 
to allow differentiation. No case of true ophthalmo- 
plegic migraine was found in the series. 

Strauss and Tarachow '* attached great prognostic 
significance to the “underlying” or associated pathologic 
processes accompanying subarachnoid hemorrhage. 
They found that subarachnoid hemorrhage inight occur 
in a variety of pathologic states and that the prognosis 
varied with the underlying or associated pathologic 
process. In 105 cases of subarachnoid hemorrhage, they 
found 39 patients with cardiorenal-vascular disease, of 
whom 14 died on the first admission. Of these, only 
5 were examined at autopsy; 2 had aneurysms. In 
the other 3 no aneurysm was found, but, as mentioned 
before, failure to find an aneurysm does not eliminate 
the likelihood that the lesion is present. In their 
group of cases, moreover, are included 13 cases of 
clinically diagnosed brain tumor, 6 of subacute bac- 
terial endocarditis, 5 of syphilis of the cent.al nervous 
system, 4 of blood dyscrasias and 30 in which no 
clinical evidence of accompanying disease could be 
found. One may conclude that their series and ours 
are based on different criteria and that the results 
are not comparable. 

No case of coarctation of the aorta was found 
among the cases examined at autopsy in this series. 
Baker and Shelden,'® Hearne,?7? Walsh and King '* and 
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Woltman and Shelden '® have stressed the association 
of subarachnoid hemorrhage with coarctation and other 
lesions of the aorta. These associations are suggestive 
of the congenital origin of intracranial aneurysms. 

In summary, our observations agree with those of 
Richardson and Hyland that hypertension was the only 
constitutional disorder that occurred with sufficient fre- 
quency to be regarded as more than incidental and 
that in the majority of cases there was no history of 
trauma, infection or other condition which could be 
regarded as a predisposing cause of the hemorrhage. 
In our series, however, hypertension was not an imnor- 
tant factor in prognosis, since it was found in 21 per cent 
of patients who recovered and in 24 per cent of those 
who died. Nor did elevation of blood pressure on 
admission to the hospital seem significant 1 in prognosis, 
being present in 32 per cent of patients who recovered 
and in 39 per cent of those who died. 


HOSPITAL COURSE 

Previous Attacks.—Ninety-eight patients in this 
series were admitted in their initial attacks of sub- 
arachnoid hemorrhage (fig. 4). Of these, 44 (45 per 
cent) died and 54 (55 per cent) recovered. Thirty-two 
patients had experienced previous attacks. Twenty- 
three (72 per cent) of these died and 9 (28 per cent) 
recovered. A _ patient who entered the hospital in 
his initial attack of hemorrhage had a little better than 
an even chance (55 per cent to 45 per cent) of recovery. 
One entering with a recurrent attack had only a 28 per 
cent chance of recovery. 

Multiple Attacks.—Instances in which fresh bleeding 
occurred after initial improvement were classed as 
“multiple attacks.” This factor has not been evaluated 
in most other reports in the literature, the exacerbation 
being considered a part of the initial process, since the 
vessel obviously does not have time to heal between 
the episodes. 


130 PATIENTS 


MULTIPLE ATTACKS 


40(65.5% 
DIED 


Fig. 5.—Mortality in relation to attacks of bleeding in the hospital. 


Sixty-one patients in this series suffered multiple 
attacks of bleeding in the hospital, while 68 experienced 
only the one episode (fig. 5). Of the 68 patients who 
suffered a single episode of bleeding, 42 (62 per cent) 
recovered and 26 (38 per cent) died. Of the 61 who 
had multiple episodes of bleeding, 21 (34.5 per cent) 
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recovered and 40 (65.5 per cent) died. The patients 
with multiple bleeding episodes had only about half 
the chance of recovery of those with a single episode. 
This probably means that the patient with the uncom- 
plicated hospital course had a vascular defect that 
healed more readily than those bleeding repeatedly. 


TaBLe 3—Comparison of Most Frequent Neurologic Signs in 
Fatal Cases and ti Cases in Which There Was Recovery 


Recovered (61) Died (61) 
D. Other cranial nerve palsies............ 14 6 
E. Mental disturbamnces................... 30 56 


Unconsciousness.—Unconsciousness during the course 
of the illness occurred in 13 (21 per cent) of patients 
who recovered and in 29 (42 per cent) of those who 
died. The patient who suffered loss of consciousness 
during the course of the illness had only half the chance 
of survival of those who did not. 

PHYSICAL SIGNS 

Physical signs in these patients are due to those secon- 
dary to the presence of blood in the subarachnoid space 
and localizing signs due to organic central nervous 
system damage. : 

1. Siqns Due to Subarachnoid Hemorrhage.—Stift 
neck and Kernig’s signs were found in practically all 
cases either immediately or after a few hours. Slug- 
gishly reacting pupils and diminished tendon reflexes 
were found frequently. Babinski’s sign occurred with- 
out paralysis occasionally. Papilledema was found in 
14 per cent of cases but never before the seventh day 
of the illness. In records in which a note was made 
of the ophthalmoscopic findings, fundus hemorrhage 
was found in 10 per cent of cases, usually associated 
with papilledema. In only 6 cases were found the 
subhyaloid hemorrhages considered typical of sub- 
arachnoid hemorrhage. 


2. Localizing Phenomena.—Signs of damage to the 
central nervous system may be caused by the extension 
of the hemorrhage itself into the brain substance or by 
changes due to anoxia secondary to the bleeding lesion. 
Table 3 presents the localizing phenomena found in the 
61 patients who recovered and in 61 who died. 


TABLE 4.—Comparison of This Series with Two Series 
Previously Reported 


New York Buffalo Gen- 

Hospital # Magee ® eral Hospital 
Died, 11% 35% 39.9% 
Recurrent attacks............. 52% 33% 35.4% 
Died in recurrence.............. 22% 21% 8 5% 


SUBARACHNOID HEMORRHAGE 


* The fate of 1 survivor is not known. If alive, the figure here 
would be 37.6 per cent. 


It may be concluded that physical signs give evidence 
of damage to the brain accompanying subarachnoid 
hemorrhage, but in this series they were not helpful in 
prognosis. 

SUMMARY OF IMMEDIATE PROGNOSIS 


Of 130 patients with subarachnoid hemorrhage, 67 
(51.5 per cent) died and 63 (48.5 per cent) recovered 
to leave the hospital. 
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Age was not a significant factor in prognosis, the 
average ages of those who recovered and those who 
died being essentially the same. Hypertension and 
other vascular diseases were as prevalent among those 
who recovered as among those who died. 

Of 32 patients who suffered a previous attack of 
subarachnoid hemorrhage, 72 per cent died. Of 98 
patients who entered the hospital in the:r initial attack, 
42 per cent died. 

During their hospital course 68 patients had a single 
episode of bleeding, and 62 per cent of these recovered. 
Sixty-one patients had multiple attacks of bleeding 
in the hospital, and of these only 34.5 per cent recovered. 

Forty-two patients were unconscious during the ill- 
ness, and of these 29 (69 per cent) died and 13 (31 per 
cent) recovered. 

The occurrence of mental disturbances and convul- 
sions during hospital course was accompanied by an 
increase in the mortality rate. 


LATE PROGNOSIS 
Magee ® recorded the fate of 150 patients suffering 
from subarachnoid hemorrhage; 52 died and 98 lived. 


(of the 98 survivors, 50 suffered recurrence, from 
which 32 died and 18 lived. Eighty-four of the original 


FATE OF SURVIVORS 


ORIGINAL 130 PATIENTS 
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NEUROLOGIC 
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UNKNOWN 


Fig. 6.—Present status of 130 patients with spontaneous subarachnoid 
hemorrhage. 


150 patients died eventually of the disease and 66 lived. 
Twenty-one of the 66 remained so severely crippled 
as to be permanently disabled. Of the 150 patients, 
then, only 45 (35 per cent) survived in satisfactory 
condition. 

Wolf, Goodell and Wolff? analyzed a group of 46 
patients followed at the New York Hospital and com- 
pared their results with those of Magee. To their 
result, ours have been added in table 4. Many obscure 
or apparently minor factors influence recovery and 
fatality in reported series. Wolf and his co-workers 
attributed their more favorable figures to the fact that 
the New York Hospital had no ambulance service! 
Patients having severe primary attacks died at home 
or entered other hospitals, leaving a larger number to 
survive and also to suffer subsequent fatal attacks. 

Follow-Up Studies (fig. 6)—Of our 130 patients, 
67 (51.5 per cent) died in the hospital and 63 (48.5 
per cent) survived. Of the 63 who survived, 62 have 
been traced, and their present status has been deter- 
mined either by personal contact or through their physi- 
cians. Of the 62, 48 (77.4 per cent) have survived 
and 14 (23.2 per cent) have died since discharge. 
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Three others have died of unrelated diseases sufficiently 
long after discharge to have demonstrated good 
recovery. 

Deaths Since Discharge.—Fourteen patients have died 
as the result of vascular accidents; 5 within two weeks 
of discharge from the hospital, presumally from 
unhealed original lesions. All 5 had left the hospital 
against advice, one suffering a fresh hemorrhage in the 
ambulance on the way home. Four had been severely 
crippled by damage to the brain. Duration of bed 
rest following their hemorrhages had ranged from four 
to thirty days, an average of fifteen days. Three of the 
5 had suffered multiple attacks of bleeding in the hos- 
pital. In 4 of the 5, the onset of the clinical picture 
had been with unconsciousness. 

The remaining 9 lived after discharge from the hos- 
pital for periods varying from one month to eight years 
(one, one, three, six, eight and ten months and three, 
five and eight years). Of these, 3 showed neurologic 
residuals of their accidents at the time of discharge. 
Duration of bed rest following their accidents had 
ranged from sixteen to forty-two days, an average of 
28.5 days. Only 2 of these patients had suffered multiple 
attacks of bleeding in the hospital. In 3 of these patients 
the onset of the original hemorrhage had been accom- 
panied by unconsciousness and in 1 by hemiplegia. 

Survivors —Of the original 130 patients, 48 (36.9 
per cent) are known to have survived the disease. 
Twenty-one of these consider themselves completely 
recovered, Thirteen others are back at work, suffering 
neurologic handicaps, and 11 are so severely handi- 
capped as to be crippled. Three subsequently died of 
unrelated causes. Of the original 130 patients only 
21 (16.9 per cent) may be considered to have survived 
intact up to the present time. Since 37 (23.5 per cent) 
have suffered their attacks within the past five years, 
this figure may be expected to diminish with the passage 
of time. 

SUMMARY 

Analysis*was made of data obtained from the records 
of 130 patients enterin,, the hospital with spontaneous 
subarachnoid hemorrhage. 

In 44 of 47 proved cases hemorrhage was caused 
by ruptured aneurysms (93.6 per cent). In 23 of 
44 fatal cases concomitant intracerebral hematomas 
were found (52 per cent). 

Factors unfavorably affecting prognosis for the pre- 
senting attack were: previous attacks, multiple 
hemorrhages in the hospital, mental disturbances, 
unconsciousness and convulsions. 

Of the 130 patients, 67 (51.5 per cent) died in the 
hospital. Sixty-three patients (48.5 per cent) survived 
and 62 of them have been followed: 17 have died and 
45 live. Only 21 (16.9 per cent) of the original 130 
are considered recovered to date, 13 are able to work 
with neurologic handicaps and 11 are crippied. 


ABSTRACT OF DISCUSSION 


Dr. J. C. Ricnarpson, Toronto, Canada: At the Toronto 
General Hospital we have been interested in the types of intra- 
cerebral hemorrhage produced by aneurysms. Dr. Hamby has 
encountered such hemorrhages in 52 per cent of his cases, a 
percentage similar to ours. His demonstration of aneurysms in 
cases of intracerebral hematoma treated surgically is important. 
It seems likely that aneurysms are the commonest cause of such 
spontaneous intracerebral hemorrhages in  nonhypertensive 
patients. Most commonly, aneurysms produce intracerebral 
bleeding, coincident with or shortly after a subarachnoid hemor- 
rhage, but one occasionally sees a predominantly intracerebral 
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hemorrhage with minimal subarachnoid leakage. We had a 
verified case of an aneurysm which caused a purely intracerebral 
hemorrhage with no blood in the cerebrospinal fluid. Hemor- 
rhages of the temporal lobe produce visual field defects and 
aphasia. Not uncommonly there is extension of bleeding into 
the capsular region with hemiplegia. The clinical syndrome 
of hemorrhage of the frontal lobe from an anterior cerebral 
aneurysm is featured by striking apathy, acute dementia and 
often a grasp reflex. We have confirmed Dr. Hamby’s observa- 
tion that these intracerebral hemorrhages, along with sub- 
arachnoid hemorrhage, do not materially lower the patient’s 
chance of survival. What is the prognosis in the case of a 
person having a second hemorrhage from an aneurysm, some 
months or years after a first attack? Dr. Hamby finds a much 
higher mortality when there have been previous hemorrhages. 
In our series the experience has been rather different, suggesting 
that there is no greater danger of death in a late second or third 
hemorrhage than in the first. It is of great importance that 
recurrent attacks of bleeding may occur with added dangers in 
the first few weeks after the original subarachnoid hemorrhage. 
The danger peak is between two and four weeks. In Toronto 
we seem to have had a rather smaller incidence of these earlier 
relapses. Reviewing 124 cases recently, | found that only 26 had 
had recurrences of bleeding in the three months after the first 
hemorrhage, and 15 of these cases were fatal. There was 52 per 
cent mortality in the whole group. I do think that absolute 
bed rest for a minimum of six weeks and usually two months 
is important in preventing these early relapses. We are all 
interested in the eventual outcome of patients who have survived 
a subarachnoid hemorrhage. The over-all picture, including the 
high toll of death from initial hemorrhage and early recurrences, 
is not a bright one. On the other hand, the outlook for those 
patients who have survived the first few months after a hemor- 
rhage is not too bad. I think that the figures of Hamby, as well 
as those of Magee and of Wolf, Goodell and Wolff, all give 
that same impression. 


Dr. I. S. Wecuster, New York: The paper of Dr. Hamby 
gives me an opportunity to say a word on the diagnosis and 
treatment of subarachncid hemorrhage. The former is fairly 
easy; the second is called conservative, which is no treatment 
at all. Generally we speculate about aneurysms and their loca- 
tion. With the introduction of “diodrast” (iodopyracet) by 
Dr. Gross, a safe method of outlining vascular anomalies can 
be used both for diagnosis and treatment. The clinical experi- 
ences of Dr. Hamby, in the main, parallel our own at the Mount 
Sinai Hospital. One word about psychoses in subarachnoid 
hemorrhage: The Korsakoff syndrome occurs in subarachnoid 
hemorrhage, the only condition, as far as I know, other than 
alcoholism with avitaminosis. In our experience, hemorrhages 
caused by aneurysms are frequently fatal in the first or second 
episode, whereas patients who have repeated attacks are more 
likely to have other vascular anomalies. We have one instance 
in which there were fourteen recurrences. Three or four 
recurrences in the same patient were not uncommon. Patients 
with such anomalies can be treated more successfully than those 
with areurysms. The common carotid artery was tied in 
2 instances; in 1 it was ligated intracranially. The reason why 
the common carotid artery was ligated is that the circulation is 
cut down only by about 50 per cent and the danger of 
hemiplegia or convulsions is practically eliminated. We have 
not had fatalities following ligation of the common carotid 
artery. In one patient who had several recurrences, the 
common carotid artery was tied in 1943; she has had no attacks 
since. Arteriography is a simple and safe procedure. It is a 
guide to diagnosis, as to the type of lesion and its localization, 
It is an indication for treatment. Patients who have repeated 
attacks of subarachnoid hemorrhage are more likely to have 
vascular anomalies. Recurrences may be prevented in those 
patients in whom arteriography leads to the successful ligation 
of vessels either extracranially or intracranially. 

Dr. Philadelphia: This beautiful presenta- 
tion of Dr. Hamby, of course, rightfully emphasizes the fatal 
nature of this disease, which I am afraid in the past has not 
been sufficiently emphasized as a hazardous disorder. There 
has been a tendency to temporize with these cases, not to treat 
them actively, and to wait until another hemorrhage occurs, and 
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we know now that this is not the proper attitude to take toward 
them. The diagnosis as to the cause of spontaneous sub- 
arachnoid hemorrhage is a challenge to the neurosurgeons. As 
has been said, the diagnosis of subarachnoid hemorrhage is easy, 
but the point of vascular rupture may be difficult to find. We 
feel that these lesions should be approached surgically when 
there are definite localizing neurologic signs. The problem then 
is not so difficult. But, in these cases in which we simply have 
the general signs of spontaneous subarachnoid hemorrhage with 
blood in the spinal fluid, we then have the added problem of 
localizing the causative lesion. Certainly, the surgeon now must 
solve this problem, as only he can make the precise diagnosis. 
Angiography seems at present to be the answer to an accurate 
diagnosis of these lesions. This procedure has not been fully 
explored. We feel that it is the answer if we can go ahead 
and develop it to the point where it is accurate and safe. We 
are extremely cautious with angiography at present, and only 
time will tell its exact worth. It seems that we are fast 
approaching the point where aneurysmal lesions will practically 
all be operated on and where we can locate them by our diag- 
nostic methods. We ultimately should be able to locate each 
of these aneurysms which has ruptured and treat it directly. 
Experience has shown that the surgical mortality need not be 
prohibitive. Single ligation of the carotid artery in the neck 
will not cure aneurysms of the circle of Willis. The aneurysm 
must be attacked directly and tied off. This is the only specific 
treatment for an intracranial aneurysm. 


MODERN MEDICAL AND SURGICAL TREAT- 
MENT OF PEPTIC ULCER 


An Appraisal 


RUSSELL S. BOLES, M.D. 
Philadelphia 


In 1793 Matthew Baillie of London described the 
morbid anatomy and symptoms of ulcer of the stomach. 
The first reference in medical literature to ulcer of the 
duodenum appeared in 1817 in the London Medico- 
Chirurgical Transactions. It consisted of a report by 
Mr. Travers of 2 cases of perforation. In 1887 Buc- 
quoz, following a suggestion made by Abercrombie 
some years previously, reported 5 cases of duodenal 
ulcer based on the history alone, 1 of which was verified 
by autopsy. The principles of the medical treatment of 
ulcer employed today were first laid down by Cruveil- 
hier and others nearly one hundred years ago, and 
the first successful operation for perforated ulcer was 
reported in 1894 by H. P. Dean. 

So it seems that this lesion has been known to us 
for one hundred and fifty odd years, and for some fifty 
years it has been subject to the surgeon’s scalpel. All 
of which would be merely of historical interest were it 
not for the depressing fact that during these years we 
have not learned its cause and still grope about for its 
cure. When it has been estimated that 1,500,000 per- 
sons in the United States past 30 years of age are 
affected by peptic ulcer during a period of ten years 
(Ivy) and that 10,000 persons die each year from the 
disease and its complications (Wangensteen), we are 
confronted with a serious state of affairs. Such being 
the case, it is time to inquire diligently into the reasons 
for this predicament. 

I shall begin such an inquiry by briefly discussing a 
few of the more important aspects concerning the patho- 
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genesis of ulcer, since it follows that success in the treat- 
ment of any disorder is dependent on an understanding 
of its cause. 

PATHOGENESIS OF ULCER 


An immediate need is to abolish the term “peptic 
ulcer” that serves as a diagnosis for the condition. 
There is no proof whatever that peptic ulcer is due to 
pepsin; furthermore, the ulcer itself is no more the 
disease than an ulcer on the toe is diabetes, arterio- 
sclerosis or Buerger’s disease. For reasons that I shall 
presently mention, a more accurate and descriptive 
term would be “neurocirculatory ulcer.” When we 
begin to look on the ulcer as the complication of a 
systemic disorder, we shall have made our first step 
toward a solution of this problem. Obviously, this will 
be difficult to do as long as we persist in focusing our 
attention on the local lesion in the stomach and duo- 
denum. Such a misconception of the disease may be 
attributed to what I believe is the erroneous assumption 
that peptic ulcer is primarily due to an increase of the 
acid-pepsin factor of the gastric juice and that control 
of this factor is the main essential for healing. Nearly 
fifty years ago Cohnheim said that hyperchlorhydria as 
such never causes peptic ulcer. He believed, on the 
contrary, that ulcer caused the hyperchlorhydria, the 
latter being the result of retention of food and irritation 
of the gastric glands due to pylorospasm. In 1926 
Eggleston was of the opinion that hyperchlorhydria 
resulted from pylorospasm incident to active ulceration. 
Necheles expressed the belief that increased secretion of 
acid in animals with ulcers is due to the local lesion 
and that acidity does not go up until an ulcer is formed. 
In further support of these views is the statement of 
Cowgill that retention of food in the stomach, caused by 
pylorospasm or pyloric stenosis, augments the gastric 
and intestinal phases of gastric secretion. As long ago 
as 1912 Moynihan said that the idea is deep rooted 
that the symptoms of ulcer are always due to an exces- 
sive acidity in the gastric juice, but “there was no 
foundation in fact for this venerable fallacy.” If it was 
a venerable fallacy in Moynihan’s day, it has become a 
fixed obsession since his time. 

I am well aware of the vast amount of experimental 
work that has been done that incriminates acid as the 
cause of ulcer. I furthermore appreciate that ulcer 
does not occur in achlorhydric stomachs. Despite this, 
it is difficult to assume that a fixed relationship exists 
between the degree of acid secretion and ulcer, as we 
know that many persons with excessively high acid 
secretion do not have ulcer and that others with normal 
or diminished secretion do have it. Also, while ‘it is 
a well established fact that measures designed to 
diminish secretion of acid provide comfort for the 
patient, it must be remembered that those same mea- 
sures allay pylorospasm and that this may account for 
their effectiveness. It is common knowledge, further- 
more, that patients with ulcer may be comfortable 
despite wide fluctuations in their gastric acidity and 
without the use of antacid drugs. There is much to 
suggest, therefore, that acid does not play the primary 
role in the pathogenesis of ulcer and that it is time to 
lay less emphasis on the importance of the acid-pepsin 
factor and devote the time and talents expended in pur- 
suing this phase of production of ulcer to broader and 
more fundamental aspects. Such action would be justi- 
fied for the sound reason that all the medical and 
surgical methods of treating ulcer, past and present, 
have been designed to neutralize or abolish secretion of 
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acid, and in large measure they have failed. Who can 
say he has cured an ulcer when the familiar scars seen 
at operation and necropsy zttest so well that it has cured 
itself! The time has arrived for more philosophy and 
less technic—to use the words of Ryle. I would add 
to this a plea for a degree of clinical research that will 
keep pace, at least, with the intensive experimental 
research which we have witnessed for so many years. 
In my humble opinion, the solution of the problem of 
ulcer will not be found in the belly of the dog any more 
than will the cause of hypertension, arteriosclerosis or 
heart disease. 

How then shall we approach the broader and more 
fundamental aspects of ulcer to which I have alluded 
and on which a rational plan of treatment must depend ? 
I would suggest, in the manner expressed by John A. 
Ryle in outlining the purposes of the Institute of Social 
Medicine at Oxford; i. e., “To investigate the influence 
of social, genetic, environmental and domestic factors 
on the incidence of human disease and disability.” 
Ryle went on to point out what I believe is one of the 
great faults of our profession today: 

Investigation to the limit, mainly by objective methods and 
often with too little said to or done for the patient during or 
after the tedious process, has been the prevailing trend, especially 
in the case of the more chronic or seemingly more obscure 
varieties of disorder and disease. More and more accurate 
assessments of local pathology, with the help of more and more 
colleagues and instruments, and less and less intimate under- 
standing of the patient as a whole man or woman with a home 
and anxieties and economic problems and a past and a future 
and a job to be held or lost, have become the order of the day. 


I would attribute the highly unsatisfactory results 
of the medical and surgical treatment of ulcer today to 
our failure to recognize the need for the kind of investi- 
gation to which Dr. Ryle referred. 

I will mention briefly a few of the factors that I 
believe are related specifically to ulcer. The first is the 
constitutional background, Is there a bonafide “ulcer 
diathesis” that renders certain types of persons, because 
of psychologic and physical characteristics, more sus- 
ceptible to ulcer? Ryle and Hurst and Stewart, who 
have been among the soundest contributors to this 
subject, stressed the importance of a familial influence. 
Among the most recent observations on this aspect of 
the disease are tho:e of Gainsborough and Slater, report- 
ing from London, England, which suggest chat a 
hereditary constitutional factor appears to predispose 
to the condition. Edwards and Copeman also reported 
a family history of ulcer in more than one half of 139 
cases studied. 

The next aspect of the disease that I would consider 
of primary importance is the vascular. Clinical and 
autopsy records indicate that the incidence of duodenal 
ulcer has increased in the past twenty-five years, accord- 
ing to Ihre and Muller. It is of interest to note that 
the trend corresponds to an increasing incidence of 
vascular disease. From 1921 to 1935 inclusive, there 
was a considerable increase in the mortality from duo- 
denal ulcer in males 1 to 74 years of age in the United 
States, according to the statistics of the Metropolitan 
Life Insurance Company (Dublin and Lotka). The 
increase, as might be expected, was greater among men 
than women, the latter enjoying a relative immunity 
to duodenal ulcer. The mortality from gastric ulcer 
increased from 4.2 per hundred thousand in 1920 to 
7.2 in 1935. From 1930 to 1934 inclusive, the mor- 
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tality among white men was about five times as great 
as among white women. There appeared no satis- 
factory explanation for a consistent downward trend 
in mortality from ulcer of the stomach among white 
women. In contrasting these figures to those on disease 
of the coronary arteries, one notes that from 1930 to 
1934 inclusive, the mortality of the latter rose from 
7.9 per hundred thousand to 27.4, an increase of nearly 
three and one-half times in four years. 

The crux of the ulcer problem which should be 
thoroughly investigated is the matter of cell resistance 
on the part of the gastric mucosa. At present it would 
seem that cellular resistance depends on the state of the 
circulation in the stomach and on the chemical composi- 
tion of the blood reaching the cell. Boles, Riggs, and 
Griffiths demonstrated that a significant influence was 
exerted in the formation of ulcer by chronic circulatory 
insufficiency in the deeper layers of the stomach—the 
insufficiency being established through quantitative, 
qualitative or vasomotor disturbances in the circulatory 
system. Necheles has corroborated these observations. 
The fact that disease of the vessels at the site of an 
ulcer cannot always be demonstrated need not be sur- 
prising, especially in younger persons, because in most 
cases the reduced blood flow to the ulcer is the result 
of spasm of the vessels. It occasions no surprise when 
proportionate disease of the coronary arteries cannot be 
demonstrated in certain cases of angina pectoris. That 
ulcer does not follow ligation of the vessels to the 
stomach may be explained by the fact that cellular 
resistance does not seem to be lost until chronic inflam- 
matory changes have become established in the deeper 
layers of the stomach wall. The studies of Dodds and 
of Nedzel demonstrated that local areas of anemia in 
the gastric mucosa, resulting from chronic arterial 
spasm produced by the injections of epinephrine or 
“pitressin,” rendered it susceptible to the action of the 
acid-pepsin factor in the gastric juice. Babkin expressed 
the opinion that the devitalizing mechanism is one of 
vasodilation and stasis. 

Bachrach, Grossman and Ivy have recently demon- 
strated that autodigestion of the stomach does not occur 
if the circulation to the mucosa is adequate and if the 
metabolic and nutritional condition of the patient is 
sufficient to maintain the tolerance of the cells to acid- 
pepsin secretion and to provide for their regeneration 
and proliferation and for the secretion of mucus. The 
belief was expressed by Roth and Ivy “that the proteo- 
lytic action of acid and pepsin secretion upon a gastric 
mucosa rendered more susceptible to the ulcerative 
process by the vascular and ‘cellular’ changes induced 
by caffein, results in the development of an ulcer.” 
The effect of emotional disturbances on the circulation 
of the stomach leading to mucosal erosion and hemor- 
rhages have been graphically described by Wolf and 
Wolff. The recent observations of Aycock and Hen- 
drick, showing that venous thrombosis occurs more 


frequently in the spring and fall months of the year 


and that it is less prevalent in winterless areas, are of 
interest because of the similarity in behavior to ulcer. 
Since ulcer most frequently occurs in that part of the 
stomach and duodenum in which there is a rich supply 
of nerves and blood vessels and since the influence of 
the one over the other may diminish cellular resistance, 
the name “neurocirculatory” ulcer of the stomach or the 
duodenum is suggested. 
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That tobacco is instrumental in production of ulcer 
and especially in the prevention of healing is agreed 
by most students of the subject. The ill effects of 
tobacco may logically be attributed to its action on the 
end vessels in the stomach and duodenum, as it is 
known to be a potent vasoconstrictor of peripheral 
vessels and to reduce their blood flow (Stewart). 
For this reason it is recognized as a major factor in 
the production and healing of such ulcers as are seen 
in thromboangiitis obliterans (Silbert) and _ arterio- 
sclerosis obliterans in diabetes (Weinroth and Herz- 
stein). Indeed there is much else in common in the 
behavior of these ulcers and peptic ulcer that suggests 
a similar vascular origin. That the ill effects of tobacco 
are due to its action on the circulation rather than on 
the secretion of the stomach is borne out by the experi- 
mental work of Schnedorf and Ivy. In the opinion 
of Goodman and Gilman the acidity of the gastric 
contents is not influenced by cigarette smoking in 
smokers with peptic ulcer. These authors suggested 
that the gastrointestinal complaints caused by the use 
of tobacco maybe secondary to cardiovascular distur- 
bances. In this connection the observations of Jamie- 
son, Willingworth and Scott are of interest, though they 
occasion no surprise. They found that excessive 
cigarette smoking was associated with mild symptoms. 
I would presume to quote to Jamieson, Willingworth 
and Scott the words of Richard le Gallienne: “Behind 
the times I know I am, but what is a tired man to do? 
I light my pipe and read Charles Lamb.”” Such a man, 
as we might suspect, does not have ulcer! 

The matter of sex and the reasons for the difference 
in behavior of duodenal and gastric ulcers are matters 
that require investigation, as they enter so strongly into 
any consideration of treatment. There may be some 
merit in wondering whether gastric and duodenal ulcer 
are one and the same lesion and whether their treat- 
ment should be similar. When one considers that 
duodenal ulcer occurs so much more frequently in men 
than women, that it occurs more frequently than benign 
gastric ulcer, that it does not heal so spontaneously as 
the latter, that the mortality of duodenal ulcer is 
increasing in men, that the mortality of gastric ulcer 
is stationary or declining in women, that the two ulcers 
exhibit differences in the frequency of such compli- 
cations as hemorrhage and perforation and differences 
in response to surgical treatment and, finally, that 
gastric ulcer is frequently malignant while duodenal 
ulcer rarely is so, one realizes that too much emphasis 
cannot be placed on the importance of greater accuracy 
in diagnosis so that clinical, operative and necropsy 
findings can be better reconciled. 

The immediate results of the treatment of ulcer, be it 
medical or surgical, must take into consideration the 
effect of climate and season. Significant changes in the 
chemical composition of the blood and in some cardio- 
vascular reactions in peptic ulcer were observed by 


Riggs, Boles, Reinhold and Shore in patients studied - 


throughout a one year period. It is well known that 
peptic ulcers are notoriously troublesome in the spring 
and fall months. In addition to reactivation, the compli- 
cation of hemorrhage, in my experience, is more com- 
mon in these months. Ulcers subside in summer and 
make their appearance less frequently in uniformly 
warm climates. This may logically be due to the 
absence of alterations in the bodily circulation which 
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are induced by abrupt changes in the climate and 
seasons (LeLangen). Finally, an appraisal of treatment 
cannot ignore the natural remissions of the disease 
which may extend over a period of weeks, months or 
even years. Such are some of the basic problems 
that must be evaluated in this disease before we can 
properly appraise any method of treatment. 


TREATMENT 

I do not believe that we should claim credit for 
permanent cures of gastric and duodenal ulcer, although 
we can do much to promote healing and prevent recur- 
rences and complications. How best may this be done, 
by surgical or medical means? Let us consider the 
record, 

The consensus of opinion is that peptic ulcer is a 
medical problem and that operations should be reserved 
for the familiar complications of perforation, hemor- 
rhage, obstruction and so-called intractability. The 
trend from surgical to medical treatment has taken 
place in a conspicuous way during the past twenty-five 
years. At the Mayo Clinic (Eusterman), the opera- 
tions for duodenal ulcer dropped from 38 per cent to 
13 per cent during this period. During the past eighteen 
years, the surgical treatment for gastric ulcer rose 
slightly from 50 per cent to 62 per cent, the increase 
presumably being due to the assumption that most 
gastric ulcers should be regarded as malignant or 
potentially so. At the Lahey Clinic (Lahey and 
Marshall), only 6.6 per cent of 6,550 patients with 
duodenal ulcer were operated on and 18 per cent of 
450 patients with gastric ulcer. At the Peter Bent 
Brigham Hospital in Boston, Zollinger reported that 
in the period from 1932 to 1937 only 7 per cent of 
1,200 patients with peptic ulcer were treated surgically 
and 93 per cent medically. 

Medical Methods——The shift from surgical to medi- 
cal management of ulcer during the past twenty-five 
years may be attributed to the fact that while medicine 
may not accomplish much good, it at least is produc- 
tive of little harm. It has been estimated that the 
results of the medical treatment of ulcer are unsatis- 
factory in 40 per cent to 60 per cent of cases (Krarup). 
Raimondi and Collen gave an incidence of recurrence 
of 83 per cent in 151 patients treated for two years. 
The unsatisfactory results of medical treatment can be 
charged, I believe, to preoccupation with the surgeon's 
objective; i. e., correction of the chemical environment 
of the lesion. The medical control of ulcer and its 
attendant acid secretion is attempted by rest, diet, no 
alcohol, coffee or tobacco, and an injunction to lead 
a calm and imperturbable life. While acidity may be 
controlled by these means, healing and recovery would 
appear to be the result primarily of release of pyloro- 
spasm and vascular spasm in the gastric vessels. The 
rewards, if such they be, of such a regimen are inacti- 
vation and healing of the ulcer, provided it has not 
become scarred and indurated from years of abuse. 

Extracts: Enterogastrone concentrate is obtained 
from the small intestine of hogs. It has been developed 
and is being used clinically by Ivy and his group. It 
inhibits gastric secretion and motility. Its effect on 
cellular resistance is being studied. If it is shown to 
increase cellular resistance, it should contribute to the 
prevention and healing of ulcer. Ivy reported (1943) 
a group of 26 patients who received injections of 
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enterogastrone six times a week for three to twelve 
months, in whom the results have been very gratifying. 
The unfortunate disadvantage of such treatment is the 
necessity for almost daily injections over a period of 
months. The length of time a remission continues after 
a course of treatment with enterogastrone has not been 
determined, though it appears to last for some time, as 
has been demonstrated by Greengard and his colleagues, 
in a therapeutic trial on 43 Mann-Williamson dogs and 
58 patients suffering from proved peptic ulcer. It is co 
be hoped that the oral preparation which Ivy is using 
may prove satisfactory, since the parenteral treatment 
as outlined at present is impractical. 

Sandweiss and his co-workers some time ago iso- 
lated an antiulcer principle in human urine (uro- 
gastrone) which acted as a depressant of gastric 
secretion. Later, they observed that the beneficial 
effect on ulcer was prebably due to a substance they 
called anthelone, that appeared to increase cellular 
resistance and thereby provided immunization against 
ulcer. If this work is sustained, a definite contribution 
to the management of ulcer may be expected. 

The employment of extracts, hormones or other sub- 
stances by injection for the treatment of ulcer is 
analogous to the use of insulin for diabetes and liver 
extract for primary anemia. Any benefit that may 
accrue from their use is probably of a temporary 
nature, and if it is to be maintained, courses of injec- 
tions or oral therapy would have to be given indefi- 
nitely at intervals yet to be determined. 

Intragastric Drip: This method of treatment, first 
described by Winkelstein, is a troublesome one at times 
and is not well received by all patients. It is undoubt- 
edly effective in reducing acid secretion and 1s particu- 
larly well suited to refractory ulcers with a_ high 
continuous nocturnal secretion, and especially when 
pyloric obstruction is present. 

Mucin: Mucin, as originally used by Fogelson and 
Atkinson, offered some promise in the treatment. of 
ulcer because of its protective and antacid properties. 
Alone it lost favor, but at present it is being combined 
with neutral antacids and may prove helpful as a 
supplement in treatment. 

Protein Hydrolysates: I do not believe that the 
various protein hydrolysates and amino acids exert any 
specific influence on ulcer; as supplements to the diet, 
they are useful. The necessity for them was shown in 
the studies on the chemical composition of the blood in 
patients having ulcer by Riggs, Reinhold, Shore and 
myself. Co Tui and co-workers demonstrated that pro- 
tein hydrolysate therapy promptly inactivated ulcer, 
but did not insure against any recurrence with the 
patient on his regular diet. 

Anion Exchange Resins: An interesting addition to 
the medical treatment of ulcer is the use of the anion 
exchange resins as described by Spears and Pfeiffer. 
These substances qualify as satisfactory antacids and 
inhibitors of peptic activity and as such should prove 
helpful in certain cases with a normally high and per- 
sistent acid secretion. 

Surgical Methods.—First of the surgical attacks on 
ulcer was gastroenterostomy. It was designed to 
neutralize gastric acidity and thereby cure the ulcer. 


It was heralded as a cure in 90 per cent of cases by the 


surgical masters of the day. Its abysmal failure 
because of recurrent and marginal ulcers needs no 
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recounting at this time. Despite its shortcomings, it 
still serves a useful purpose in certain cases of pyloric 
obstruction in which other more radical procedures are 
inadvisable. 

In the wake of gastroenterostomy there followed -the 
various modifications of resection of the stomach. The 
purpose here was the partial or complete elimination 
of the acid-secreting portion of the stomach, the doc- 
trine of “no acid, no ulcer’ being tenaciously main- 
tained. Jt might have been well had_ resection 
eliminated acid, but that such is not the case, especially 
for duodenal ulcer, is well recognized at this time. 
Heuer and his colleagues found that a reduction in 
acid secretion occurred after resection, depending on 
the extent of the resection. They concluded, however, 
that resection of any magnitude consistent with a rea- 
sonable mortality does not insure achlorhydria. More- 
over, the clinical result of resection could not be 
correlated with a change in acidity since of 90 per cent 
of their patients who had satisfactory results from the 
operation only 25 per cent had a reduction in acidity. 
They were of the opinion that if their observations 
were confirmed by others, the idea of insuring achlor- 
hydria by larger and larger resections would appear to 
be of doubtful value. Klein, Aschner and Crohn, 
Kiefer and others have noted persistent acid secretion 
following resection, especially when done for duodenal 
ulcer. In connection with this matter of acidity before 
and after resection, it is absolutely essential in the 
interests of accuracy that histamine be used as a 
gastric stimulant; also that the precautions outlined 
by Kiefer be followed. He showed from a study of 
141 patients that 68 per cent showed no free acid in a 
single forty-five minute specimen after an Ewald test 
meal following resection.» However, when histamine 
was used, 16 out of 23 patients with a negative response 
to the Ewald meal were found to have free acid. He 
concluded that the secretion of free acid persists after 
subtotal gastrectomy in an appreciable number of cases, 
provided the stimulation is adequate. Jordan and 
Kiefer have emphasized the importance of securing 
fractional specimens for at least two hours with the 
patients lying flat in the supine position. I would 
emphasize the necessity of knowing that the tip of the 
tube is in the resected stomach if accurate values of 
acidity are to be obtained. Fluoroscopic examination 
may be necessary for this purpose. It can safely be 
said that a reduction of acidity may be expected to 
follow in most cases of resection for gastric ulcer. In 
the case of duodenal ulcer, however, the effect on acid 
secretion is problematic, to say the least. 

That gastric resection is not the answer to the ulcer 
problem may be suspected from the widely varying 
statistics concerning its results and the diversity of 
opinion as to what the method and extent of the pro- 
cedure should be. 

The immediate mortality (2 to 22 per cent) has 
heen so reduced in some circles that in skilful hands 
the operation itself under favorable circumstances car- 
ries little hazard. The morbidity on the other hand, as 
gaged by recurrences, jejunal ulcer, hemorrhage, perfo- 
ration, loss of weight, anemia, postprandial symptoms 
and metabolic disorders, is well nigh impossible to 
appraise. The statistics in general covering these mat- 
ters are not acceptable. Marshall and Schmidt, in a 
review of gastric surgery, stated that the composite 
figures show about 90 per cent satisfactory results from 
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subtotal gastrectomy for gastric and duodenal ulcer. 
This is about the same figure cited some years ago in 
behalf of gastroenterostomy. John Deaver, in citing 
such a figure, went on to say, “The ultimate results 
of gastroer-erostomy have been most satisfactory.” 
The statistics covering resection, furthermore, are 
incomplete in that they are not broken down as to 
age and sex of patient, location of the ulcer, total dura- 
tion of the illness, associated disease, length of follow-up 
period, indications for the operation and precipitating 
causes of the complications. Such information covering 
at least a ten year period is essential if dependable 
conclusions are to be drawn. Ransom, in a studv of 
the end results of subtotal gastrectomy for gastric 
ulcer, after a twenty year period of observation, 
reported excellent results in 62 per cent of 138 cases, 
good results in 30 per cent and poor results in 5 per 
cent. Verified jejunal ulcer was found in 3 per cent. 
By excellent was meant complete freedom from symp- 
toms in 65 cases and very slight symptoms in 21 cases. 

That the results of resection for duodenal ulcer are 
not as satisfactory as for gastric ulcer is indicated by 
the report of Kiefer, which shows an incidence of 
gastrojejunal ulcer of 11.4 per cent in a series of 
173 cases. Rienhoff had to reoperate on 29 patients 
of a group of 255 who had had a conservative resection 
for duodenal ulcer, which indicated an incidence of 
11.3 per cent recurrences. Of the survivors, 16.3 per 
cent continued to suffer pain. The possibility of 
gastrojejunal ulcer presents a formidable objection to 
resection for duodenal ulcer, and every effort possible 
should be made to avoid the operation in such cases. 

Hemorrhage: Resection for hemorrhage appears to 
have little to offer in the general run of cases. The 
incidence of hemorrhage following resection varies from 
10 to 30 per cent, which in most cases, of course, indi- 
cates recurrent ulcer or erosions. In other cases, 
hemorrhages recur because of associated cirrhosis of the 
liver, while in some a hemorrhagic diathesis may be 
present. If one is to judge from statistics, the choice 
of medical or surgical treatment for massive hemor- 
rhage is a difficult one. Crohn reports a mortality, with 


medical treatment, of 1.8 per cent in patients under 


45 vears of age and of 9 per cent over 45 years of age. 
In other reports the figures ascend to 30 or more per 
cent, depending chiefly on the age of the patient. Surgi- 
cal treatment affords similarly confusing statistics. 
Wilkinson and Tracey concluded that medical treat- 
ment is justified if the patient has had only one hemor- 
rhage; if there have been two or more hemorrhages, 
they recommended radical resection as offering a better 
chance of prevention of further hemorrhage. They 
found that no form of treatment prevented recurrence 
of hemorrhage in 25 per cent of cases. Meyer, Sorter 
and Necheles reported that patients with bleeding peptic 
ulcer treated by resection had a total mortality rate of 
22.2 per cent. Among those past 45 years of age with 
severe hemorrhage, the mortality rate was 42.8 per cent, 
while in those under 45 years of age the mortality rate 
was 30 per cent. Under conservative medical treat- 
ment, the mortality rate was 7.2 per cent irrespective 
of the age of the patient or the severity of the hemor- 
rhage. Among those past 45, the mortality rate was 
21 per cent, while in those under 45 there was no mor- 
tality. In general, it may be said that resection for 
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hemorrhage in a person under 45 is seldom justified, 
especially in the case of duodenal ulcer. 

Analysis of the statistics available indicate that resec- 
tion for benign gastric ulcer carries more promise of 
relief and protection from recurrence and jejunal ulcer 
than resection for duodenal ulcer. It carries the added 
protection of removing the potentially malignant lesion 
which is so difficult at times to diagnose with certainty 
before operation. Whether resection is for gastric or 
duodenal ulcer, the results are favored in proportion to 
the younger age of the patient and the shorter total 


duration of the illness. A second resection for any pur- 


pose may be expected to prove a disappointment, recur- 
rence and hemorrhage following in its wake in a 
disappointing number of cases. Aside from the hazard 
of recurrent ulceration, there are not a few persons 
who suffer a number of unfavorable symptoms after 
resection. Berkman and Heck cited the experience of 
Custer, Butt and Waugh, who made a statistical study 
of two groups of cases in which partial gastrectomy was 
performed for peptic ulcer or a malignant lesion of the 
stomach. In the first group of 500 cases, the incidence 
of postprandial symptoms was 5.6 per cent, while in 
the second group of 112 cases, studied at a later date, 
the incidence was 12.5 per cent. Alvarez expressed the 
sad thought, after reviewing the literature on surgery 
for ulcer: If the published hospital mortality rates 
and percentages of recovery are so discouraging, what 
must the unpublished ones be? Concerning recur- 
rences, jejunal ulcer and hemorrhage and the other 
liabilities mentioned, it is my impression that the figures 
are not improving as time goes on and that subtotal 
resection may be slowly but surely finding its level 
with gastroenterostomy. 

Unless one is intrigued with the recent reports of 
nonoperative treatment of perforation as outlined by 
Taylor, there is little that need be said about this 
complication of ulcer. Taylor reported excellent results 
in certain cases of perforation by immediately empty- 
ing the stomach by means of an Ewald tube and keeping 
it empty by continued aspirations. Best results are 
attained if the stomach is relatively empty at the time of 
the operation. In skilful hands and under favorable 
circumstances, there would seem to be no objection to 
such management of perforation. Generally speaking, 
however, it would be well for the present to consider 
this complication a surgical emergency and operate 
within the first few hours of its occurrence. Eliason 
and Thigpen, on reviewing 70 cases of perforated peptic 
ulcer, found that the final end results of simple closure 
in 22 cases showed a higher percentage of permanent 
cures (86.4 per cent) than in 21 cases of closure plus 
primary gastroenterostomy (76.2 per cent). Simple 
closure seems to be the operation of choice for perfo- 
ration. Radical surgery, if mecessary, should be 
deferred until the patient can be properly studied and 
prepared, 

Vagotomy: That all is not right with resection is 
attested by the interest attending the revival of the 
operation of vagotomy. This procedure essays to cure 
ulcer by reducing acidity, but in so doing seriously 
disrupts the secretory and motor mechanisms of the 
stomach. Dragstedt, Moore, Ruffin, Grimson, Schoen 
and Griswold, Walters, and others have contributed 
extensively to this subject, and it is the consensus that 
the operation is productive of both favorable and 


Vil 
19 


VoLuMeE 136 
NUMBER 8 


unfavorable results. The favorable results that are 
emphasized are immediate relief of pain, reduction of 
acidity, healing of the ulcer and a paucity of recur- 
rences. Such results bear close analysis. It should 
be pointed out, for instance, that the relief of pain, 
unless it is accompanied by healing of the ulcer, may 
become a dangerous liability. This is disclosed in the 
report of Walters, who called our attention to 2 fatali- 
ties from unsuspected perforation following vagotomy. 
It is already being observed that healing of the ulcer 
does not always take place and that disturbances of 
secretion and motility tend to return to normal. Also, 
at this time it is impossible to determine the probable 
incidence of recurrences. The unfavorable results of 
vagotomy are diminished or absent—motility of the 
stomach, dilatation and retention, epigastric fulness, 
nausea, vomiting and diarrhea. The dilatation and 
retention resulting from diminished motility may reach 
an alarming degree. According to Machella, Hodges 
and Lorber, it may be relieved by the subcutaneous 
or oral administration of “urecholine” (carbaminoyl- 
beta-methylcholine chloride). The diarrhea so far has 
not been troublesome. Its cause is unknown. It could 
be due to release of the intestinal tonus. This might 
also explain why so many persons are relieved of an 
obstinate type of constipation after the operation. An 
analogous situation exists in the case of the irritable 
colon which is best treated by antispasmodic measures. 
The diarrhea could hardly be of a bacterial nature, the 
result of reducing gastric acidity, as has been suggested, 
because it does not develop after certain resections of 
the stomach. 

In order to make practical the operation of gastro- 
enterostomy, whether it be one of necessity because of 
obstruction, or choice to prevent obstruction, resort to 
the subdiaphragmatic approach for vagotomy is being 
recommended by Bradley, despite the fact that it is 
maintained by Miller and Davis, on the basis of an 
anatomic study, that not all the fibers of the vagi can 
be reached by this method. Justification for inviting a 
predicament that requires this operation is difficult for 
me to understand in view of the disastrous jejunal 
ulcers and recurrences that followed in the wake of 
gastroenterostomy and dictated its abandonment some 
years ago. Undoubtedly, the subdiaphragmatic approach 
for vagotomy is to be desired, as it provides oppor- 
tunity (1) to inspect the operative field and determine 
whether an ulcer is really present; (2) to examine its 
complicating features, and (3) to be able to supplement 
the vagotomy with whatever additional surgery may 
be required. 

As far as secretion is concerned, it may be admitted 
that vagotomy appears to abolish the cephalic phase, 
but there is no proof that this is the more important 
phase of secretion. Also, it is not known that the 
vagus carries all the psychic stimuli from the midbrain. 
Furthermore, according to Cowgill, there is little doubt 
that the vagi carry secretory fibers to the pancreas, and 
stimulation of them results in a flow of pancreatic juice. 
As pancreatic juice is a factor in controlling hyper- 
secretion and to such an extent that Ivy has made the 
suggestion that cases of gastric hypersecretion be 
studied for possible dysfunction of the pancreas, I 
cannot but wonder in what direction we are heading 
by sectioning the vagus and disturbing pancreatic 
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secretion. To confound confusion Cowgill has reminded 
us that “it is important to realize that the vagi are 
compound nerves and that there is evidence that all 
vagal fibers to the gastric musculature do not exert 
identical effects.” That the central vegetative nervous 
system and its pathways play a significant role in the 
production of acute gastric ulcer was shown by Boles 
and Riggs in a pathologic study of 15 cases of acute 
gastric ulceration associated with primary intracerebral 
disease. In view of this, it is suggested that such a 
study be made of sections of the vagus nerves resected 
for ulcer. 

Since it took ten years or more to uncover the ill 
effects of gastroenterostomy, obviously it is much too 
soon to appraise the eventual consequences of vagot- 
omy. The direct effects, in the long run, on the 
stomach, liver, pancreas and small intestine, to say 
nothing of the indirect effects on the vascular system 
with the influence of the parasympathetic system 
obliterated, remain to be carefully evaluated. Of inter- 
est in this latter connection is the report by Blegen 
and Kintner of aggravation of gastric ulcer in 2 patients 
after dorsolumbar sympathectomy: one patient had 
repeated hemorrhages during convalescence from the 
operation and the second had a perforation from which 
he died, without pain. If a normal degree of gastric 
tone, motility and secretion could be accomplished by 
a partial or subtotal vagotomy, which may not be 
impossible, the operation would hold more promise of 
cure than the present total vagotomy. At the moment, 
I am of the opinion that the favorable results of vagot- 
omy are far outweighed by the unfavorable. The possi- 
bilities from the operation may be surmised from the 
direful description given by Komarov, who observed 
its effects on 142 rats. As a result, he stated “that 
bilateral vagotomy interferes seriously with a number 
of essential visceral functions and from a physiological 
standpoint must be regarded as a grave operation.” 
It may be too soon to form conclusions but not too 
soon to voice a protest to what has the appearance of 
becoming a mass experiment on human beings that is 
fraught with potentially serious and permanent disa- 
bilities. 

If surgery seems inescapable for the complicated 
ulcer, subtotal resection, despite is shortcomings, 
offers a tair chance of relief for’ the patient, espe- 
cially when it is done for gastric ulcer. I cannot 
agree with those who believe that all gastric ulcers 
should be subjected to resection because of the risk 
of cancer. Gastric scars are evidence that gastric 
ulcers do heal. Until healed, they should be regarded 
with suspicion. If meticulous attention is paid to the 
patient’s subjective and objective symptoms and care 
taken to correlate them with expert roentgenologic 
examination, gastric secretory findings and, if necessary, 
gastroscopic examination, the decision can be made in 
most cases whether one is dealing with a benign or a 
malignant lesion. Fewer mistakes would be made in 
the diagnosis of these gastric lesions if physicians were 
less complacent in assuming that an ulcer is healing. 
On the other hand, when an ulcer is not healing, 
intractability should not be assumed until it has been 
determined, beyond reasonable doubt, that the patient 
has been following an appropriate ulcer regimen. In 
many cases, to say the least, adherence to treatment 
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has been compromised. I suspect that there are more 
refractory patients than there are intractable ulcers. 
They frequently masquerade, one for the other, and 
should be carefully considered in an appraisal of treat- 
ment. <A truly intractable ulcer is one that is hopelessly 
chronic and sclerotic or one that has become adherent 
to adjacent structures. It is difficult to think of its 
responding favorably to any type of medical treatment. 
The refractory patient, on the other hand, frequently 
complicates the best kind of medical or surgical 
management. If one is unwise enough to operate on 
him, he is certain to cripple a good surgical record. 
Surgery will not cure him and medical management at 
best will but temporarily appease him. He frequently 
is the product of an undisciplined childhood and might 
best be benefited by some hopeful and ambitious 
psychiatrist. 

A model plan of life for patients with ulcer such as 
has been referred to in principle not only would pro- 
mote healing, but would minimize the risk of compli- 
cations and recurrence in most cases. It should he 
undertaken, however, with the understanding by the 
physician as well as the patient that infraction means 
recurrence. I think that we do an injustice to our 
patients, as well as ourselves, if we allow them to 
assume that any manner of treatment, be it medical or 
surgical, will ever permit them to compromise with the 
ulcer plan of life. They can expect immunity no more 
than the tuberculous or diabetic patients can from 
nonobservance of the restrictions placed on them. I 
realize that this is not in harmony with the advice which 
many patients are given, that they can eat and do 
almost anything they please with impunity after their 
operation. I strongly suspect that such advice is 
responsible for many recurrences. In the light of our 
present knowledge, I believe that we should regard 
ulcer as an incurable disease, but still recognize that it 
may be held in abeyance by cultivating a new manner 
of living. With some, this is easy; with others, who 
are involved in a squirrel cage existence, it is difficult 
if not impossible. In occasional cases in which the 
ulcer is adherent to other structures or is so sclerotic 
that no medical measures can hope to hold promise 
of recovery, surgical intervention becomes necessary. 
Under these circumstances, it is advisable to perform 
as conservative an operation as possible, always with 
its limitations definitely in mind. Certainly gastro- 
enterostomy, resection, a second resection, supra- 
diaphragmatic vagotomy, subdiaphragmatic vagotomy 
and an assorted combination of the lot indicate a 
lamentable lack of confidence in the surgical manage- 
ment of ulcer and do not augur well for the patient 
who is faced with an operation for his disease. 

And so, in closing, I would express a word of 
caution. Medical methods for the treatment of ulcer 
undeniably have their limitations. However, in view 
of the disillusionments and disappointments attending 
surgery of the past that wrecked the physiologic mecha- 
nism of the digestive tract, let us beware of further 
innovations in surgery that are not based on sound 
physiologic principles and do not bode well for the 
patient. We may justly keep in mind that a poor 
result from an operation is a failure in the records 
of the surgeon, but a disaster in the life of the patient. 
Aequanimitas ! 
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Dr. WALTER L. PAtmer, Chicago: I have selected three 
statements from Dr. Boles’ paper which build the thesis per- 
fectly. “The crux of the ulcer problem is the matter 
of cell resistance on the part of the gastric mucosa.” Resistance 
to what? The next quotation is, “. cellular resistance 
depends on the state of the circulation in the stomach and on 
the chemical composition of the blood reaching the cell.” That 
is part of the answer; the other part is that the resistance of 
the mucosa depends more on the protective layer of mucus. 

Another quotation: “Bachrach, Grossman and Ivy have 
recently demonstrated that autodigestion of the stomach does 
not occur if the circulation to the mucosa is adequate and if 
the metabolic and nutritional conditior. of the patient ‘s sufficient 
to maintain the tolerance of the cells to the acid-pepsin secretion 
and to provide for their regeneration and proliferation and for 
the secretion of mucus.” The crux of the ulcer problem is 
how to protect the cells of the mucosa agains: the acid attack. 
The present trend is to relate this phenomenon to increased 
secretion of acid gastric juice and increased motility as a result 
of psychosomatic disturbances. The remarkable results of 
vagotomy, in which the emotional state of the patient is—shall 

say—severed from the stomach by the surgical procedure, 
would seem to offer strong support for this hypothesis, but 
whether it is the whole explanation remains to be ascertained. 
Proceeding from this consideration to the treatment of peptic 
ulcer, at least 90 per cent of the patients with duodenal ulcer 
can be treated satisfactorily with the standard medical pro- 
cedures. Wi.h regard to surgical procedures, resection in my 
judgment is indicated for those gastric ulcers considered car- 
cinomatous or “intractable”; one must be careful if one under- 
takes to treat a gastric ulcer medically. In duodenal ulcer, 
operation is indicated primarily for obstruction. I prefer the 
combination of gastroenterostomy and vagotomy. Time will be 
required to determine whether jejunal ulcers form after this 
procedure with significant frequency. ‘The dramatic results of 
bilateral vagotomy in the treatment of jejunal ulcer recurring 
aiter sfibtotal resecticn for ducdenal ulcer suggest that the 
recurrence of ulcer after gastroenterostomy and vagotomy will 
be low. 

Dr. Frank H. Laney, Boston: I should like to approach 
an ulcer problem in a patient as I would like it approached in 
me. I would want to be sure that you physicians had exhausted 
every pos ibility of nonsurgical measures. ‘This would include 
a peiiod of bed rest if for no other reason than to educate 
the ;atient in the method of treating himself. It would include 
impressing the patient with the need of an alteration in his 
way of hie, somet..ing that | am sure he has neglected, par- 
ticularly because the patient wants short cuts and does not 
know the penalty and price that he may pay for them. If 
these fail 1 should like to do a subtotal gast-ectomy because 
it is a seasoned and proved procedure. The mortality in experi- 
enced hands is down to about 2 per cent or less, and this even 
in the cases of most intractable and adherent ulcer. I should 
like, if it is gastric ulcer, to operate on 100 per cent of them 
because it is, in my opinion, impossible without serial sections 
to know whether or not the lesion is malignant. Finally, I 
should like to reserve vagotomy for those patients who have 
been through this approach to the problem. If after a subtotal 
gastrectomy a gastrojejunal ulcer develops, I. would then feel 
that the seriousness of another subtotal gastrectomy and the 
possibility of another recurrent ulcer would more than offset 
the unknown hazards of a vagotomy in this case. I do not want 
to employ this operative procedure with unknown consequences 
with any routine frequency at least until more evidence has 
collected. This debatable procedure may with time prove to 
have too many undesirable sequelze to make it valuable in any- 
thing more than in selected cases. There i. one other condition 
in which we have applied vagotomy, and that is in those patients 
with duodenal ulcer who have bled repeatedly and on whom 
subtotal gastrectomies are to be cone for bleeding. The inci- 
dence of recurrent bleeding has been so high in these cases 
that we have felt justified in adding infradiaphragmatic vagot- 
omy to the subtotal gastrectomy in cases of peptic ulcer of 
this type. Our gastroenterologists do not agree with us whole- 
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heartedly regarding the question of submitting all patients with 
gastric ulcer to subtotal gastrectomy, but the reason I feel so 
strongly about it is that it is impossible to get patients who are 
under medical treatment back for observation often enough so 
that they do not occasionally return with inoperable carcinoma. 
The figures for cancer of the stomach are so bad and the mor- 
tality for subtotal gastrectomy for ulcer is so low that I feel that 
if I had a gastric ulcer I would accept the risk of subtotal gas- 
trectomy with its almost absent mortality as opposed to the 
risk of malignant degeneration in the ulcer. Subtotal gastrec- 
tomy for duodenal ulcer, particularly in the type which is 
adherent to the head of the pancreas and to the common duct, 
is a difficult and dangerous operation. Vagotomy is a simple 
and easy operation, but I plead against its promiscuous use 
by any one unable to do it well or to follow it accurately. 

Dr. A. F. R. ANpresen, Brooklyn: Dr. Boles has done a 
great service in presenting this review of ulcer therapy. I agree 
with practically everything that he said. He mentioned that 
at autopsy, multiple scars of ulcers have been found, attesting 
to the healing of ulcers. Any one who goes to the trouble of 
having repeated roentgenograms done on patients will see how 
rapidly an ulcer heals completely, most of the time without 
even evidence of scarring. We know from history taking that 
patients have self-limiting recurrent attacks of ulcer and that 
they have no symptoms between the attacks, and if we take 
roentgenograms between the attacks, we know that no ulcers 
are found. We know that practically all ulcers are accom- 
panied by an increase in acidity. Is it possible that this sudden 
increase in secretion of acid may be a protective phenomenon, 
and that the acid helps to clean out the base of the ulcer and 
improve healing? Lewis Gregory Cole, years ago, demon- 
strated that the ulcer is the result not of lowered resistance 
of the mucosa to acid but of an actual necrosis of mucosa which 
is, of course, not protected from the acid secretion and is there- 
fore digested out. Complications have been menticned, and | 
think that the most frequent complication, the one that causes 
true intractability as shown by roentgenograms, is the so-called 
slow perforation, the perforation which is walled off by adhe- 
sions to the pancreas or to some other neighboring organ 
or which is covered up by omentum. Such a perforated ulcer 
will not heal by any medical methods, and will usually require 
operation. Unless conditions known to cause ulcer are eradi- 
cated, we cannot expect to prevent ulcers from recuriing. We 
know that actual infection is not often the cause of ulcer, but 
the relation between ulcer and focal infection is becoming more 
and more evident. The formation of ulcer is probably due to 
some histamine-like substance absorbed from the focus which 
causes the end artery obliteration producing the ulcer. Thorough 
eradication of focal infections is the surest method of prevention 
of ulcers, 

Dr. SAMUEL FRIEDMAN, New York: In 1919, after observ- 
ing a progressive increase of ulcers of the stomach and of 
coronary and cardiac disturbaaces in middle-aged persons, I 
concluded that the cause was long, hard hours of labor and 
travel, and became convinced that the work week should be 
reduced to five days. I urged this idea on the American Federa- 
tion of Labor, our government and the people. In 1924 the 
American Federation of Labor adopted the five day week. If 
people would use to proper advantage these two rest days 
a week, in intellectual and physical recreation, I believe that 
many gastric ulcers and heart troubles would be obviated. When 
a man leaves his work in pain and goes away for a rest, he 
eats anything and feels all right. When he comes home and 
begins to worry about his bills and his business he again gets 
pains in the stomach or around the heart. 1 tell these persons, 
“Go away every week or every other week for two or three 
days. Forget your business troubles.” By sensibly observing 
the weekly two day rest, I am sure we can limit the formation 
of ulcers and their recurrence and prevent a great many attacks 
of angina pectoris, coronary thrombosis and cardiac dilatations, 
if we but observe the five day week and the Tenth Com- 
mandment. 

Dr. AsHer WINKELSTEIN, New York: We agree with Dr. 
Boles in practically everything except his central thesis, namely, 
the unimportance of the “acid factor.” Peptic ulcer ‘s probably 
a psychosomatic disease in most cases. However, whatever 
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the ultimate cause of ulcer may be, it must be admitted that the 
immediate mechanism of its production in the stomach is the 
action of hyperchloric acid and pepsin on a susceptible mucosa. 
Ulcer adjacent to ectopic gastric secretory tissue in a Meckel 
diverticulum is striking evidence of the importance of the acid 
factor. Whatever dispute there may be about the etiologic 
significance of acid and pepsin, there should be little doubt about 
their central importance in the problem of ulcer therapy. The 
important older studies of Walter Palmer at the University 
of Chicago and recently of Professor Pickering of England 
have shown conclusively that the pain in ulcer is produced by 
crises of increased gastric acidity. The control of this acidity 
by the Sippy therapy in the daytime and by the drip therapy at 
night has stopped ulcer pain. The acidity at night, as we have 
repeatedly demonstrated, is high in duodenal ulcers. We have 
shown that the symptoms disappear and the ulcer heals best 
when this acidity at night is controlled by the intragastric drip 
therapy. Despite Dr. Boles’ comment, I wish to state that we 
have treated several hundred patients with ulcer easily and suc- 
cessfully with my continuous intragastric drip therapy. Drag- 
stedt has recently shown that the diminution cf this secretion 
at night by vagotomy cures peptic ulcer rapidly and perhaps 
permanently in most cases. Our studies at the Mount Sinai 
Hospital have shown a night achlorhydria in 54 per cent of 
patients with duodenal ulcer who had gastroenterostomy com- 
bined with vagotomy, and in 94 per cent of patients with duodenal 
ulcer who had subtotal gastrectomy combined with vagotomy. 
This achlorhydria guarantees against a recurrence. Our earnest 
belief today is that the med:cal induction of continuous achlor- 
hydria by the drip therapy, particularly during the night, and 
the surgical induction of an achlorhydria by the addition of 
vagotomy to gastroenterostomy or subtotal gastrectomy have 
gone far to solve the problem ot the medical and surgical 
treatment of peptic ulcer. We subscribe to the dicta, “no acid, 
no ulcer”; “control of free acid, then rapid healing of ulcer”; 
“no postoperative free acidity, no recurrent ulcer.” It does not 
seem advisable at the present time to relegate the acid-pepsin 
factor in ulcer to the realm of forgotten or fruitless theories. 

Dr. Russett S. Bores, Philadelphia: Dr. Palmer, I would 
not say that we had any serious disagreements concerning this 
subject. I want to reiterate, however, that I believe the 
matter of cell resistance comes ahead of the matter of acidity, 
and I subscribe to the belief that cell resistance depends on 
an adequate circulation to the mucosa of the stomach, as has 
been demonstrated, as Dr. Palmer quoted me in saying, by 
Ivy and his group as well as others. Dr. Palmer apparently 
got the impression that I did not use antacids. Of course I 
use antacids in the treatment of ulcer. I believe, however, 
that antispasmodics and sedatives are more important. I am 
not a therapeutic nihilist in any sense of the word in this 
matter of ulcer, and | believe antacids in the treatment of 
the acid, which is a contributing cause and an important one 
in ulcer, are very necessary. It never seems to happen that Dr. 
Lahey says anything with which we can disagree. I will, how- 
ever, comment on his statement that all gastric ulcers should be 
resected. I believe that if meticulous attention is paid to the 
subjective and objective symptoms of these patients and those 
symptoms are correlated with skilful roentgenologic examination 
from time to time, and perhaps gastroscopic examination, we can 
determine whether an ulcer in the stomach is benign or malig- 
nant. This matter must be tempered with a lot of common 
sense. Are you going to feel that you should do a disabling 
operation, a resection, on 9 patients with benign ulcer who may 
some day have a gastric cancer—and the chances are that 
they will not—in order to save one who might slip through 
your fingers and develop a cancer. We may just as logically 
do a hysterectomy on every woman with a cervical erosion. 
Dr. Winkelstein, unfortunately, got the impression that I said 
that gastric acidity was unimportant. I did not say any such 
thing. I think, again, it is very important, but I do believe 
that it is a secondary matter and is apt to be the result rather 
than the cause of the ulcer and the pylorospasm associated with 
ulcer. | do not want to give the impression that I believe acid 
is unimportant. I think that the intragastric drip is effective in 
controlling acidity. As I said before, however, I think that we 
can accomplish the same end in other ways. 
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ALBERT MILZER, Ph.D. 
KATE H. KOHN, M.D. 
and 
HELEN MacLEAN, A.B. 
Chicago 


When military populations are undergoing mass 


chemoprophylaxis with moderate doses of sulfonamide 
drugs various workers have shown that group A hemo- 
lytic streptococci readily become resistant to the drugs. 
The dosage employed usually varied from 0.5 to 1 Gm. 
daily. Earlier reports’ acclaimed these so-called pro- 
phylactic dosages of sulfonamide drugs as being effec- 
tive in preventing outbreaks of infections with hemolytic 
strepiccocci as well as recurrences of rheumatic fever. 
Later it became evident that epidemics of hemolytic 
streptococcus infections occurred despite prophylaxis 
as a result of the development of resistant strains.’ 
Increasing the daily prophylactic dose to as much as 
2 Gm. failed to check the course of such epidemics.*” 


TABLE 1.—Incidence of Streptococci in Throat Cultures of 
Children With Rheumatic Fever With and 
Without Penicillin Prophylaxis 


Number of Children 


64 
Beta hemolytic 17 
Alpha hemolytic strepto 37 
Gamma 
B ‘ta bemolytie 10 
Alpha hemolytie streptoeoceci............... 31 


While it is known that hemolytic streptococci may 
readily acquire resistance to penicillin in vitro* and 
in vivo,* there have been no reports to our knowledge 
on the development of resistant hemolytic streptococci 
following oral prophylaxis with penicillin of either rheu- 
matic fever or infections of the upper respiratory tract. 
In fact Lapin® has recently recommended the use of 
small oral doses of penicillin (25,000 units daily) for 
prophylaxis of infections of the upper respiratory tract 
in children, but he reported no wnretony tests for the 
detection of penicillin fastness. 


Partially supported by the Chicago Heart Association and the Michael 

eese Research Foundation. 

From the Departments ‘of Bacteriology and Cardiovascular Research, 
Meteg. Research Institute of Michael Reese Hospital. 

e Prevention of Respiratory Tract Bacterial Infections by Sulfa- 
diazine Ba wont in the United States Navy, Epidemiology Unit No. 
22, NAVMED 248, U. S. Navy Departm nt, Bureau of Medicine and 
Surgery, 1944, pp. 7-34. Thomas, .: The ye ge of Recurrences 
in Kheumatic Subjects, J. A. M. A. 126: 49 (Oct. 1944, 
Coburn, A. F., and Moore, L. V.: Prophylactic oy of Sulfonamide in 
Streptococcal Respiratory Infections, with Especial Reference to Rheu- 
matic Fever, Clin, Investigation 18: 147 (Jan.) 1939. Watson, R. F.; 
Schwentker, F. F,; Fetherston, J. E., and Rothbard, S.: Sulfadiazine 
Prophylaxis in an Epidemic of Scarlet Fever, J. A. M. A. 122: 730- 733 
Guy 10) 1943. 

2. (a) Sulfadiazine of Beta Hemolytic 
Epidemiology Unit No. A. A. 129: 921-927 (Dec. 1) 194 (b) 
Damrosch, 5.3 and Sulfonamide Resistant 
i, ibid, ‘130: 124-128 (Jan. 19) 1946. 

3. McKee, C. M., and Fhe ag C. L.: Induced Resistance to Penicillin 
of Cultures of Staphylococci, Pneumococci and Streptococci, Proc. Soc 
Exper. Biol. & Med. 53 34 Geer) 1943, 

4. Selbie, F. R.; J., and McIntosh, 


Aspects «Ne Penicillin Therapy, J. Path & Bact. 1945, 


5&7: 47-59 (Jan. 

5. : Prophylaxis of Upper Respiratory BS! ll in 
Children be Oral Penicillin and Influenza Virus Inoculation, Arch. Pediat. 
: 121-131 (March) 1947. 


PENICILLIN. PROPHYLAXIS—MILZER ET AL. 


J. A. M. A. 
Feb. 21, 1948 

This paper is a preliminary report on the occurrence 
of penicillin-resistant strains of beta hemolytic strepto- 
cocci in the throat culture of children with rheumatic 
fever who daily received 100,000 units of penicillin 
orally for at least five months to prevent recurrence of 
rheumatic fever. We feel that it is extremely important 
to report these observations on the development of 
penicillin fastness because of the present widespread 
usage of inadequate dosages of penicillin for prophy- 
laxis or therapy in hemolytic streptococcus infections. 
Furthermore, the development of numerous resistant 
strains obviously reduces the value of penicillin therapy 
and may even give rise to epidemics that could not be 
controlled with penicillin. For example, sulfonamide- 
fast strains of gonococci are being encountered clinically 
with increasing frequency, so that the value of sulfon- 
amide drugs in the treatment of gonorrhea is rapidly 
being nullified. 

METHODS OF STUDY 

Throat cultures were made of 114 children with rheumatic 
fever ranging in age from 7 to 11 years. All attended the 
same special school for ch:ldren with rheumatic heart disease. 
Immediately after collection, swabs were placed in thioglycollate 
mediums and incubated six to eight hours at 37 C. Blood agar 
plates prepared from citrated human blood were then streaked 
and incubated aerobically at 37 C. for eighteen to twenty-four 
hours. Predominant organisms ‘1 the throat culture were noted 
and representative alpha hemolytic, beta hemolytic and gamma 
or indifferent streptococcus colonies were picked and grown 
in pure culture for tests of sensitivity to penicillin 

A tu bidity test was uced to determine the sensitivity of the 
streptococci isolated. Two sets of serial twofold dilutions of 
penicillin in ascitic dextrose broth ranging f-om 5 to 0.0025 
Oxford units per cubic centimeter were prepa.ed. Organisms 
resistant to 5 units were retested with 10 units. The test 
organism was grown in ascitic dextrose broth for six to eighteen 
hours at 37 C. or until the turbidity of the culture was equivalent 
to a concentration of approximately 609,000,000 organisms per 
cubic centimeter. One i.nth cubic centimeter of a Y.oro dilu- 
tion of the test organism was then added to each dilution tube 
and to a control tube not containing penicillin. Simultane- 
ously, a similar amount of a six hour culture of Staphylococcus 
aureus (strain 209-P) was added to the second set for com- 
parison and to check the potency of the stock penicillin solution 
used. Both sets were incubated for eighteen hours at oe 
and the least amount of penicillin (units per cubic centimeter) 
needed to inhibit growth was recorded. 


RESULTS 

Sixty-four of the 114 children with rheumatic fever 
were given an oral dose of 50,000 units of penicillin ° 
twice daily on a fasting stomach from December 1946 
to June 1947. The remaining 50 children received no 
penicillin but were in constant daily contact at school 
with those receiving penicillin. Throat cultures were 
made from April to June 1947 so that the test group 
had received penicillin daily for at least four months 


prior to culturing. No reactions to penicillin were 
noted. 


Table 1 shows the incidence of the various types of 
streptococci in throat cultures of the treated and 
untreated groups. In both groups the type of strepto- 
coccus isolated varied from approximately 10 to 100 
per cent of the throat culture. In most instances when 
beta hemolytic streptococci were isolated they repre- 
sented approximately 50 to 109 per cent of the specimen 
studied. The incidence of beta hemolytic streptococci 


- Oral penicillin tablets (crystalline penicillin G potassium) provided 
Commercial Solvent Corporation were used 
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in both groups closely approximates the normal carrier 
rate in healthy children as reported in the literature.’ 

Results obtained in tests of sensitivity to penicillin of 
strains of alpha and beta hemolytic streptococci isolated 
from the treated and untreated groups of children are 
summarized in table 2. Strains of beta hemolytic 
streptococci resistant to 10 or more units of penicillin 
per cubic centimeter were considered significantly resis- 
tant, while the sensitivity of the remainder of the strains 
which were considered nonresistant ranged from 0.02 
to 0.625 unit. The latter figure for nonresistance was 
chosen because in routine penicillin sensitivity tests of 
hemolytic streptococci isolated from various infections 
and healthy carriers not previously treated with peni- 
cillin no strains have been encountered which were 
resistant to more than 0.625 unit. In fact the range 
of sensitivity of most strains isolated was 0.02 to 
0.04 unit. Similarly, the range of sensitivity of strains 
of alpha hemolytic streptococci which were designated 
nonresistant was 0.04 to 1.25 units, with most strains 
-sensitive to 0.15 to 0.31 unit. These sensitivity figures 
are in general agreement with those stated in the 
literature.* The range of sensitivity of gamma (indif- 
ferent) streptococci isolated in this series was 0.04 to 
1.25 units. No sensitivity figures on gamma strepto- 
cocci from untreated individuals are available for 
comparison. 

COMMENT 

Although no studies were made on the sensitivity of 
strains of beta hemolytic streptococci prior to giving 
penicillin, the finding of 82 per cent resistant to 10 or 
more units in the group receiving penicillin is signifi- 
cant. As has been mentioned, no strains have been 
encountered resistant to more than 0.625 unit in rou- 
tine tests of sensitivity to penicillin prior to drug 
therapy. It is unfortunate that we were unable to type 
the strains of beta hemolytic streptococci isolated, but 
Lancefield typing serums were not available at the time 
of this study. According to Meads and others ** and 
Rantz and others,®” group A hemolytic streptococci do 
not possess any natural resistance to penicillin. On the 
basis of reports in the literature on the distribution of 
group A hemolytic streptococci in the throats of normal 
children’ it can be assumed that at least half of the 
resistant strains isolated in this series belong to 
group A. The fact that 40 per cent of beta hemolytic 
streptococci from the group which did not receive 
penicillin were significantly resistant is probably best 
explained by the frequent opportunity for cross infec- 
tion between the two groups since, as has been stated, 
they were in constant contact for at least four months 
prior to culturing. 

The observation that only about 10 per cent of alpha 
hemolytic streptococci were resistant to 10 or more 
units of penicillin in both the test and control groups of 
children is probably not significant. Greater varia- 
bility of strains in sensitivity to penicillin and even the 
occurrence of naturally resistant strains have been 
reported for this group of streptococci.**** Our results 


7. Pike, R. M., and Fashena, G. J.: Frequency of Hemolytic Strep- 
tococci in the Throats of Well Children in Dallas, Am. J. Pub. Health 
36: 600-622 (June) 1946. 

8. (a) Meads, M.; Ory, E. D.; Wilcox, C., and Finland, M.: Peni- 
cillin Sensitivity of of Six ‘Common Pathogens Hemophilus 
Lemolyticus, J. Lab. & Clin. Med. 30: 7.5-735 (Sept.) 19 a tz, 

andall, E.; Spink, W. W., and Boisvert, P. J.: oA, and 
‘enicillin: Resistance of Group A Hemolytic Streptococci, Proc. Soc. 
xper. Biol. & Med. 62: 54- 7, (May) 1946. (c) Dawson, M. H.; 
Hobby, G. L., and Lipman, M. O.: Penicillin Sensitivity of Strains of 
Non-Hemolytic Streptococci As from Cases of Subacute Bacterial 
Endocarditis, Proc. Soc. Exper. Biol. & Med. 56: 101-102 (June) 1944. 


PENICILLIN PROPHYLAXIS—MILZER ET AL. 


537 


thus far indicate that those alpha hemolytic streptococci 
which do acquire significant resistance to penicillin, do 
so more slowly than the beta hemolytic streptococci. 

Because our results show the development of signifi- 
cant resistance of heta hemolytic streptococci to peni- 
cillin, additional experiments are being planned in 
which larger oral doses of penicillin will be given daily 
for prophylaxis against recurrence of rheumatic fever. 
Throat cultures will be made just before and one month 
after the administration of penicillin to determine initial 
sensitivity of the streptococci and the possible develop- 
ment of resistance to the drug. Two recent reports ° 
indicate that 509,00) to 1,000,000 units of oral peni- 
cillin daily for six days should be ample in most 
instances to rid the throat of hemolytic streptococci 
and thereby avoid the possibility of penicillin fastness. 
There can be no objections to using these large dosages 
of penicillin for prophylaxis because of toxicity, as is 
the case with the sulfonamide drugs. 


SUMMARY 
Throat cultures for alpha and beta hemolytic strepto- 
cocci were made for 114 children with rheumatic fever. 
Sixty-four of the children were given a prophylactic 


TABLE 2.—Resistance of Streptococci Isolated from Throat. 
Cultures of Children Having Rheumatic Fever With 
and Without Penicillin Prophylaxis 


Number 
Received penicillin Percentage 
Beta hemolytic streptococei 
Resistant to 10 units..............eeeceee 14 82 


3 18 
Alpha hemolytie streptoco:ei 


Resistant to 10 units............000ce00ee 4 11 
33 89 
Did not receive penicillin 
Beta hemclytie streptococei 
Alpha hemolytie streptococci 


oral dose of 100,000 units of penicillin daily for at least 
four months prior to culturing .in order to prevent 
recurrences of rheumatic fever. The incidence of beta 
hemolytic streptococci in both groups closely approxi- 
mated the normal carrier rate in healthy children as 
reported in the literature. 


Eighty-two per cent of the penicillin-treated and 40 
per cent of the untreated groups of children had beta 
hemolytic streptococci of significant resistance to peni- 
cillin present in their throats. The occurrence of 
resistant strains in the untreated group can probably 
be explained by cross infection, since the two groups 
were in constant contact. 


Inconclusive results were obtained on the develop- 
ment of significant penicillin resistance by alpha hemo- 
lytic streptococci isolated. There was some indication 
that resistance develops somewhat more slowly than in 
beta hemolytic streptococci. 


It is suggested that larger oral doses of penicillin be 
used for prophylaxis than is recommended in the litera- 
ture in order to prevent the development of penicillin- 
resistant strains. 
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538 UNILATERAL 
ADDENDUM 

Since this paper was submitted for publication we 
have found that 1,000,000 units of oral penicillin given 
daily for five days is usually ample to rid the throat of 
hemolytic streptococei and thereby avoid the possibility 
of penicillin resistance. Moreover, sixteen strains of 
nonresistant hemolytic streptococci were isolated from 
throat cultures of 46 children with rheumatic fever and 
47 normal children not receiving penicillin. [ight 
strains of streptococci were isolated from each of the 
two groups of children. 


SURGICAL TREATMENT OF INTRACTABLE 
UNILATERAL CEPHALALGIA 


WALTER G. HAYNES, M.D. 
Birmingham, Ala. 


The conquest of headache can be accomplished only 
by separation into various clinical entities and the 
application to each entity of specific drugs or surgical 
therapy. The vascular element contributing to the 
propagation of migraine has been frequently demon- 
strated. Harris ' in 1936 pointed out the association of 
vasomotor changes in the cerebral vessels as demon- 
strated by scotomas, transient paresis, mental depres- 
sion and visual field disturbances. Clark, Hough and 
Wolff * 
pulsation and stretching of the walls of the dural and 
temporal arteries. Penfield,* Harris and Penfield and 
McNaughton * caused relief from a migrainous head- 
ache by selective section of the upper fibers of the 
trigeminal root which interrupted the sensory fibers to 
the dura and scalp traveling beside the blood vessels. 
However, in Penfield’s operation to expose the tri- 
geminal root, he must have severed the middle menin- 
geal and temporal arteries as well. Severe hemicrania 
has been relieved by cervicothoracic sympathectomy, 
notably by Love and Adson,® Dandy* and Craig.’ 
However, the follow-up on this procedure is difficult, 
and it seems that nowhere can consistent results be 
obtained by this method of approach.* 

It is well known that the dura, in large part, is 
insensitive but that fibers from the second and third 
divisions of the trigeminal nerve course beside the 
middle meningeal artery. The first division of the 
trigeminal nerve sends fibers to the midline dural struc- 
tures. There has never been adequate demonstration, 
however, of transmission of sensory fibers over the 
superior portion of the cervical sympathetic trunk. 
Cervicothoracic ganglionectomy or procaine block has 
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not reduced the pain on the denervated side, according 
to White and Smithwick.* Further, Solomon has 
not demonstrated a general sympathetic disturbance 
during the progression of a migraine headache by the 
measurement of resistance of the skin or following the 
relief of the headache by ergotamine. 

In other words, migraine per se, while apparently a 
vascular type of headache, still has a shadowy patho- 
genesis. <All the available evidence suggests that the 
autonomic nervous system is implicated in the abnormal 
pulsations of the external carotid artery, important in 
vascular héadaches, but the exact pathway of these 
impulses is questionable. Probably one of the more 
important contributions in this respect is that of 
Kuntz,'’® who in 1934 gave a priori evidence that there 
are sympathetic afferent fibers along the course of the 
middle meningeal arteries and the superficial temporal 
arteries by establishing their presence in the adventitia 
of the external carotid artery. He proved that there 
were nerve fibers of spinal and vagus origin associated 
with the cephalic sympathetic nerves as well as with the 
external carotid artery. 

Because of this primary interest in the vascular 
aspects of migrainous headaches, it was noted with 
interest that a vascular type of headache, apparently 
mediated along the temporal artery, caused a paroxys- 
mal unilateral type of pain with radiation into the ipsi- 
lateral eye, associated sometimes with reddening of the 
conjunctiva and occasionally tearing. The temporal 
artery is tender at the time of the headache and an injec- 
tion of procaine about the artery will give relief of this 
pain. Eight such isolated cases have previously been 
reported by Nadler '? and commented on by Newman.'” 

With this original concept, a search has been made 
for corresponding headaches. At the present time a 
series of 72 cases of unilateral intractable cephalalgia 
has been compiled, in 47 of which surgical treat- 
ment has been given. An attempt has been made to 
keep the pure migraine headache from this series. 
Twenty-five such headaches have been treated con- 
servatively, and tables showing the relative value of 
each method of treatment and relative percentage of 
relief to be expected from each have been prepared 
(tables 1 and 2). It is evident that conservative treat- 
ment affords some 32 per cent of relief and surgical 
treatment 87 per cent of relief. 

It seems best to subdivide the types of unilateral 
cephalalgia into the following components: 1. Tempo- 
ra! vascular headache, a migraine-like entity, apparently 
due to atferent sympathetic pain pathways accompany- 
ing the external carotid artery and its branches, causing 
severe unilateral temporo-orbital pain, reddening of the 
conjunctiva, tearing of the eye and tenderness of the 
temporal artery, relieved temporarily by injection of 
procaine about the artery. This syndrome exhibits no 
shimmering scotomas or gastrointestinal symptoms. It 
is relieved by section of the temporal artery, although 
occasionally, if the pain seems more deep seated or 
severe, the middle meningeal artery is also ligated and 
divided, a logical procedure when one considers the 
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common source of the two branches. 1 (a). Occipito- 
temporal vascular headache with radiation of pain 
extending up over the occipital nerve, along the course 
of the temporal artery and into or about the ipsilateral 
eye. This entity may not exhibit the conjunctival 
reaction or the tearing, but the occipital nerve and the 
temporal artery are tender to palpation. It is believed 
due to spinal sympathetic afferents through the greater 
occipital nerve. Procaine infiltration about the occipital 
nerve gives temporary relief, and section of the occipital 
nerve and artery with section of the temporal and mid- 
dle meningeal arteries gives permanent relief. 2. Cervi- 
cal radiculitis due to involvement of the occipital nerves 
by cervical arthritis, periarthritis or fibrositis, or even 
malformation of bone. This pain may be made worse 
on motion of the neck, and it may be relieved by trac- 
tion of the neck. A small percentage of patients with 
this cervical radiculitis reveal by roentgenogram a cervi- 
cal arthritis. It is possible that a protruded cervical disk 
might simulate this syndrome. This symptom complex 
seems to be one of pure mechanical pressure, and the 
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pain is not referred to the temporal region. The pain 
apparently caused by cervical arthritis or periarthritis 
may be relieved by application of high voltage roentgen 
therapy to the cervical portion of the spine. A greater 
number, however, can be relieved by avulsion of the 
greater occipital nerves. 3. True intractable migraine, 
consistent as to lateralization, thought to be a vascular 
headache, mediated along the same pathways but with 
the added component of vascular imbalance of cerebral 
vessels. 

Examination of the accompanying figure will reveal 
the autonomic fibers thought to be incriminated in this 
type of headache. It is true that afferent sympathetic 
fibers accompanying the branches of the external carotid 
have not been identified, but it is felt that the work of 
Kuntz has established their existence. Although there 
is no direct proof, it is believed that the spinal sympa- 
thetic afferents to the greater occipital nerve are 
incriminated. That this type of pain is not mediated 
along the occipital artery accompanying the greater 
occipital nerve has been demonstrated by selective 
avulsion of the nerve leaving the artery intact with 
consequent relief of pain. 

Three patients have complained of unilateral head- 
ache with the usual accompanying symptoms, and have 
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traced the course of the external carotid artery as they 
delineated their pain. Carotid pressure relieved the 
headache and section of the temporal and meningeal 
arteries has relieved the pain. The external carotid 
was not divided in the neck because it is not known 
how many fibers enter its adventitia as it passes through 
the neck next to the sympathetic chain. 


TABLE 1.—Surgical Treatment of Unilateral Cephalalgia 


Mesult 
- - — 
Complete Mark "y Some No 
No, Relief Reicf Relief 
1. Temporal vascular............ 17 3 3 1 0 
l(a). vasculur 18 9 6 3 0 
VSS Vital 1 7 2 1 0 
2 0 1 1 0 
29 2 6 0 
61.7% 25.5% 12.8% 0% 
87 2°% 12.8% 


While it is not believed that afferent fibers course 
along the occipital artery, as they apparently do alone 
the temporal or meningeal arteries, it must be noted 
that the occipital artery is the first branch of the 
external carotid artery and that it is a possible pathway. 

Gardner, Stowell and Dutlinger’* have described 
the surgical relief of a unilateral headache by division 
of the greater superficial petrosal nerve. This follows 
the line laid down by Foley,’* Bruesch '° and Hinsey,"® 
as they described the coursing of somatic afferent 
fibers from the seventh, ninth and tenth nerves along 
the adventitia of blood vessels. It is not believed these 
fibers are involved in the type of vascular headaches 
described here, although in Gardner’s type of headache 
they may be the main factor. It is believed the pathways 
herein involved are afferent sympathetic fibers rather 
than somatic afferent (seventh, ninth and tenth nerves) 
or parasympathetic (seventh), as Gardner’s must be. 

On this basis the surgical technic has been developed. 
It consists of exposure of the temporal artery with 
the patient under local anesthesia with excision of a 
portion of the temporal artery between silver clips in 
an attedligpt to prevent regeneration of any fibers. The 


TABLE 2.—Conservative Treatment, Unilateral Cephalalgia 


Result 
Complete Mark d ‘Some No 
All Types Except Migraine No Relief Relief Relief 
13 0 8 2 
Cerv.cal traction............++. 1 0 0 1 0 
Injection with procaine.......... 2 0 0 1 1 
25 0 8 9 8 
0% 32% 36% 82% 
32% (8% 


incision is then carried through the temporal muscle 
down to the temporal bone. A bur hole is placed over 
the middle meningeal artery and is slightly enlarged to 
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allow this artery to be divided and a portion excised 
between silver clips. The dura is opened between these 
clips to insure division of any fibers which may have 
been missed in the excision of the artery. The wound 
is closed in the usual fashion with interrupted black 
silk sutures. The hospitalization necessary is usually 
three days. The occipital nerve may be avulsed with 
the patient under local anesthesia by a curvilinear 
incision just lateral to the posterior occipital protuber- 
ance. Here the occipital artery, vein and nerve are 
easily identified. The nerve is rolled up on a hemostat 
and avulsed for a distance of 3 to 5 cm. The wound 
again is closed in the usual fashion with interrupted 
black silk sutures. Neither of these procedures is 
hazardous, and in trained hands they do not constitute 
any danger to the patient’s life or allow any untoward 
sequelae. There have not been any fatalities in this 
series. 


Cross section case reports are herein presented in 
an attempt to demonstrate various points thought to be 
of importance. 

REPORTS OF CASES 


Case 1.—Attention was attracted to the problem by interest 
in this young soldier, aged 21, who experienced classic symp- 
toms of paroxysmal type of unilateral pain in the right temporal 
region which radiated into the right eye. It was accompanied 
by reddening of the conjunctiva and tearing of the right eye. 
The temporal artery was tender. Injection of procaine about 
the artery caused a cessation of the incapacitating headache. 
The temporal artery was ligated and divided and the pain was 
immediately relieved. The relief has persisted now for six 
years. 


Case 5.—This soldier, aged 22, was seen in an evacuation 
hos; ital in Belgium. He had wounds of the extremities which 
were not serious, but 1c was complaining bitterly of pain 
in his right temple, with projection of the pain into the right 
eye, accompanied by reddcning of the eye and tearing. On 
examination of the scalp it could be seen that there was a tiny 
puncture hole just about the zygoma on the right side. A 
diagnosis was then made, without the benefit of roentgenograms, 
of a metallic foreign body lying on the temporal artery and 
causing the typical temporal sympathetic pain by stimulation 
of the sympathetic afferent fibers. A roentgenogram was taken 
and the metallic foreign body visualized A small incision 
was made over the temporal artery and the foreign body was 
seen to be lying exactly on the temporal artery, although it 
had not severed it. The ‘oreign body was removed and the 
pain disappeared. The temporal artery was not divided or 
ligated. The patient remained free of pain for the period of 
follow-up, approximately six months. 


Case 21.—A woman aged 37 complained of severe, intermit- 
tent, paroxysmal, unilateral headaches on the left side for the 
previous four years. They had become progressively worse, 
and at the time of her first visit they were occurring twice 
a week and were incapacitating. They were not accompanied 
by scotomas, visual disturbances or nausea. They were not 
preceded by an aura. The pain radiated about the !cft eye. 
The conjunctiva was not reddened, but occasionally there was 
some tearing during the height of a headache. The temporal 
artery was tender on palpation. She had been treated with 
ergotamine tartrate, histamine and nicotinamide. The only 
relief to be obtained came from morphine or dihydromorphinone 
hydrochloride. A diagnosis of temporal vascular headache was 
made and the temporal artery and the middle meningeal artery 
divided and portions excised with the patient under local anes- 
thesia. The relicf of the pain was immediate and has persisted 
for twelve months, with the exception of an occasional general- 
ized, mild headache relieved by acetylsal‘cylic acid. 

Case 32.—This patient, a man aged 27, had had severe, 
intractable, unilateral headache for the previous eighteen months. 
It began at the base of the skull on the left side and radiated 
up over the ear along the course of the temporal artery and 
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occasionally about the left eye. The pain was severe and 
incapac.tating and occurred two to three times a week. It was 
paroxysmal. On examination, the temporal artery and the 
occipital nerve on the left side were tender to palpation. No 
pathologic condition in the cervical part of the spine was 
observed by roentge: examination, and it was not tender to 
palpation. Accordingly, the temporal artery ard the middle 
meningeal artery on that side were ligated and portions were 
resected. The occipital nerve was exposed and avulsed for a 
distance of 4 cm. The patient had an immediate relief of his 


headache, and has remained free irom ain for the past twelve 
months. 


Case 36.—This white woman, aged 42, complained of pain 
beginning in the upper cervical portion of the spine, radiating 
up over the occiput along the course of the right temporal 
artery and just above the right eye. The temporal artery was 
tender to palpation, the occipital nerve was tender and motion 
of the neck caused the pain to be worse. There was tenderness 
between the spinous processes of the second and third cervical 
vertebrae. The pain was incapacitating and was almost con- 
tinuous, although she felt that it became worse at times. 
Roentgenograms of the cervical portion of the spin: revealed 
minimal arthritis of the entire cervical part of the spine involv- 
ing the facets. 

The temporal artery and middle meningeal artery were 
ligated and portions were resected. The greater cccipital nerve 
was avulsed for a distance of 5 centimeters. Relief of the pain 
was immediate and persisted for the past eleven months. The 
cervical part of the spine, however, has remained somewhat 
painful to motion, and the tenderness between the second and 
third vertebrae has persisted. This pain, however, is not 
incapac tating or severe. The headache has been relieved. She 
had previously had treatment by means of roent,en therapy 
directed to this region and traction on the neck. 


Case 41.—This woman, aged 35, had beer suffering from 
typical migraine headache confined to the right side, precipi- 
tated by an aura of bluiring of vision. The severe unilateral 
headache was accompanied by shimmering scotomas anc nausea. 
There was a family history of migraine. It occurred once or 
twice a week, necessitating confinement to bed. 

She had had treatment with histamine cesensitization, ergot- 
amine tartrate and nicotinamide, and a search had been made 
for some offending protein by the allergists, all to no avail. 
She felt that she was incapacitated. The pain seemed confined 
to the right temporal region ana there was no indication of 
any involvement of the greater occipital nerve. Accordingly, 
the temporal artery and the middle meningeal artery were 
resected in the usual fashion. The headaches were relieved. At 
the period of three months, she began to have an occasional 
mild type of hemicrania which could be relieved by the use 
of acetylsalicyitic acid. This headache would last only two 
to three hours. It was accompanied by scotomas and by nausea. 
The great component of a severe and incapacitating headache, 
however, was missing. 


Case 46.—This man, aged 29, bad the usual typical pai oxys- 
mal type of unilateral pain, accompanied by tenderness of the 
temporal artery and reddening of the conjunctiva and tearing 
of the eye. The occipital nerve was tender and the temporal 
artery was tender. The pain was incapacitating, occurring two 
to three times a week, necessitating confinement to bed. He 
had been treated with ergotamine tartrate, roentgen therapy to 
the cervical part of the spine, nicotinamide and desen:itization 
with histamine. 5 

It was felt that he fell into the category of sympathetic 
headaches, and accordingly his greater occipital nerve, the 
temporal artery and the middle meningeal artery were all 
resected. He had a good result which lasted for four months. 
The pain began to recur, although to a milder degree. He 
was then placed on nicotinamide, and while it had been a 
complete failure prior to operation, it afforded complete and 
lasting relief after the operation. This experience has been 
noted since, and it is found that the occasional mild headache 
which might recur after surgical treatment may be relieved by 
the use of nicotinamide. 
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Reference is made to the accompanying chart. It 
has been found in this series of 47 surgical cases that 
87 per cent of these patients obtain a pronounced 
degree of relief from their severe, intractable, incapaci- 
tating unilateral cephalalgia. Conservative treatment 
affords 32 per cent relief. While surgical treatment 
may be applied to migraine in some cases, an attempt 
has been made to keep the true migraine from this 
series. An analysis has been made of the nervous 
pathways. Surgical technic has been described and 
the results thereof with a follow-up period have been 
presented. 

SUMMARY 

An attempt has been made to classify intractable, uni- 
lateral cephalalgia into three entities: (1) temporal 
vascular headache due to afferent sympathetic pain 
fibers accompanying the external carotid artery and its 
branches, associated with severe, unilateral pain, red- 
dening of the conjunctiva, tearing of the eye and tender 
temporal artery; (1 a) occipitotemporal vascular head- 
ache with radiation of the pain up over the occipital 
nerve, along the course of the temporal and middle 
meningeal arteries; (2) cervical radiculitis due to 
mechanical pressure on the greater occipital nerve, and 
(3) true intractable migraine. 


CONCLUSIONS 

If a unilateral cephalalgia is truly intractable to 
conservative measures, then it seems logical by means 
of an innocuous surgical procedure to relieve the pain 
by means of rational treatment along physiologic lines. 

Study of the pathways involved and the relief of the 
pain following surgical intervention directed at these 
pathways causes me to feel that there are sympathetic 
afferent fibers traversing the branches of the external 
carotid artery, namely, the temporal artery and the 
middle meningeal artery and possibly the occipital 
artery, and that these fibers are incriminated in the 
propagation of the vascular headache described. 

Eighty-seven per cent of the patients given this diag- 


nosis and surgically treated have been given lasting 
relief. 


ABSTRACT OF DISCUSSION 


Dr. Rotanp P. Mackay, Chicago: We are grateful to Dr. 
Hayres for drawing attention again to the surgical treatment 
of unilateral headache, a subject which has been discussed 
frequently, but perhaps too often forgotten. The essence of his 
problem is diagnosis. We know that the vast aggregation of 
headaches are difficult to separate one from another. Actually, 
the diagnosis of migraine itself is nearly always a matter of 
opinion. I am not so sure—not to be critical—that Dr. Haynes 
can always tell when he has a case of unilateial cephalalgia 
as distinguished from migraine. One has to remember, too, 
the facial pains of nondesc:ipt types which puzzle one. Some 
of these, I believe, are due to organic diseases which involve 
the various branches of the fiftl cranial nerve; for example, 
syphilis, tumors and other pathologic conditions. We must 
not forget the great number of pains in the face and in the 
head which are of emotionz! origin, the so-called tension head- 
aches or tension pains These are isually n._ difficult to 
diagnose. May I ask Dr. Haynes whether it is necessary for 
him to sever the artery rather than to strip the wall of the 
artery and so sever the accompanying nerves? In other words, 
why not do a Leriche periarterial sympathectomy? May one 
not spare the artery in such an operation? We must realize 
that surgical treatment of pain in the head of this type is 
actually only symptomatic treatment. We must try, of course, 
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to discover and treat the cause in each case. With all of these 
qualifications and doubts, perhaps there still will remain a large 
number of patients for whom Dr. Haynes’ approach will be 
of great value. 

Dr. Paut Bucy, Chicago: Dr. Mackay has pointed out 
the diagnostic difficulties which the problem presents. The 
dificulties of treatment are equal to those of diagnosis. This 
type of attack is not new, and one which a number of persons 
have used in headaches of this type, as well as in migraine, in 
which many of us believe that the pain i. of vascular origin. 
Recently Dr. Watts of Washington attempted sc ction of the 
temporal artery with headaches of this type. Dr. Wolf of New 
York has attempted it, unfortunately, with failure. The latter 
has been the experience of most of us. That perhaps-is not 
surprising, in view of the fact that the vascular phenomena 
associated with this pain, and probably responsible for it in a 
considerable measure, are not limited to the distribution of one 
artery, although they may be limited to the vascular supply 
of one side of the head or face. Therefore, a division of the 
t-mporal artery is likely not to give relief in many instances. 

Certainly in instances in which pain can be relieved completely 
by the injecton of procaine into the region of the temporal 
artery, the attack which has been advocated by Dr. Haynes is 
well worth trying. 

Dr. Water G. Haynes, Birmingham, Ala.: In answer to 
Dr. Mackay’s first queries, I try to limi. the surgical treatment 
to those patients whose cephalalgia is truly intractabl- and to 
those who have been given a thorough and rather lengthy course 
of conservative medical treatment. It would be technically 


“rather difficult to attempt a Leriche type of periarterial strip- 


ping of the temporal artery and the middle meningeal artery. 
Beth are small arteries. Their function is of little prime impor- 
tance, and their sacrifice means very little. As to the diagnosis, 
I am fully cognizant of the fact that I may have included other 
types of headaches in this series. I attempted not to, however. 
Two patients with true migraine did creep irto the series. 
That diagnosis became obvious after the operatiot. had been 
done. Most of these patients kad been referred to me by 
psychiatrists who had followed them for some time. They 
had been conv nced, as was I, that these were not a tension 
type of Leadache; that is, that they were not a neuropsychiatric 
problem. I will try to answer Dr. Bucy’s question by saying 
that I have attempted tu limit the surgical treatment to those 
patients in whom the three available arteries seem to be clinically 
involved and to whom injection by procaine about at least the 
temporal and occipital artery gave some relief. 


Blood Transfusion.—The giving of Rh-positive blood to 
a Rh-negative recipient with preformed Rh antibodies in the 
plasma will result in the haemolysis of the transfused corpuscles. 
If the Rh-positive corpuscles are broken down rapidly, a danger- 
ous, and sometimes a fatal, reaction occurs. If they are haemo- 


lysed more slowly, the patient may escape a severe reaction, but 


will fail to derive the maximum benefit from the transfusion. 
Moreover, the Rh antibodies will be considerably increased in 
potency, so that unless due precautions are taken, a subsequent 
transfusion may prove fatal. Such recipients will tolerate only 
blood that does not contain the offending Rh antigen, i. e. 
Rh-negative blood. In 10 per cent of all pregnancies 
the foetus is Rh-positive and its mother Rh-negative. In certain 
instances the Rh-negative mother will react to the presence of 
the Rh-positive foetus as if she had received a transfusion of 
Rh-positive blood, and Rh antibodies will appear in her plasma. 
The placental barrier is freely permeable to these antibodies, 
which pass over into the foetal circulation and there react with 
the Rh factor in the baby’s corpuscles and tissue cells. As a 
result of the interaction of Rh antigen and antibody in utero the 
baby suffers from a condition now known as haemolytic disease 
of the newborn (erythroblastosis foetalis). Haemolytic disease 
of the newborn complicates one in every two hundred to two 
hundred and fifty pregnancies, and is responsible for more deaths 
than any other inherited condition, perhaps more than all other 
inherited conditions together (Haldane, 1943).—Tovey, Geoffrey 
H., M.D.: The Rhesus Factors-I, The Bristol Medico Chirurgi- 
cal Journal 54:68-73, Autumn 1947. 
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NUTRITION AND ENDOCRINOLOGY 
With Special Reference to the Nutrition of the Mexican Indian 


FRANCISCO DE P. MIRANDA, M. D. 
Director National Institute of Nutrition 
México, D. F., Mexico 


For the general practitioner, it is difficult to follow 
the lines of development of medical ideas in the different 
fields of medicine unless extreme care is taken in the 
presentation of facts and of doctrine. One must always 
bear in mind that the division of subjects in different 
branches of medical knowledge and their classification is 
done only for convenience, and does not exist in nature. 
Such is the conception of separation between nutrition 
and endocrinology and the classification of nutritional 
disorders into “exogenous” and “endogenous”; by 
“exogenous” those cases are meant which are caused 
by the ingestion of an excessive or an_ insufficient 
amount of food and by “endogenous” those derived 
from an endocrine disturbance. 

It is true that one may find some cases which can 
be really recognized as exogenous and, in the other 
extreme, cases which can be recognized as endogenous, 
but such clearcut classification breaks down if it is 
recognized that the quantity and quality of food affect 
the function of the endocrine glands, so that exogenous 
disturbances sooner or later become mixed with endoge- 
nous disturbances. 

The influence of food on the endocrine glands is 
gradually becoming known. It is not a new notion 
and the subject is so extensive that I cannot undertake 
to review it. 

The first mention of an endocrine gland was made 
by Claude Bernard, the great French physiologist, who 
established that the liver was capable of pouring dex- 
trose into the circulation in accordance with the need 
of the organism and that this substance was derived 
from glycogen’ stored in the liver cell. 

More recently it was shown that lack of iodine in 
food led to a functional and even an anatomic distur- 
bance of the thyroid gland. 


“EXOGENOUS” AND NDOGENOUS” DISORDERS 


For a long time evidence has been sought in favor 
of an “exogenous” origin of many cases of diabetes, 
which usually are preceded by obesity and in which the 
role of the pancreatic gland and even the pituitary gland 
cannot be denied.' 


Many cases which clinically resemble Froehlich’s 


syndrome have been shown to be of exogenous origin 
and can be cured or at least favorably modified by diet 
without the use of therapeutic hormonal preparations. 

Many cases of anorexia nervosa have been described 
as clinically indistinguishable from “true” hyper- 
pituitary cachexia or Simmond’s disease.? 

So startling have been some of these observations 
that some have been carried to the extreme of saying 
that true endogenous obesity is rare and that there is 
no form of obesity that cannot be modified by diet. 

The influence of food on the glands of internal 
secretion is not strange. Atl organs in the body are 
affected by food, and there may be grounds for believing 
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that the endocrine glands may be specially sensitive 
to variations in food consumption. 

On the other hand, there is the possibility that a lack 
of certain nutrients may produce an effect which may 
be similar to a dysfunction of a certain gland. An 
example of this can be given in the clinical resemblance 
of cortical insufficiency to the picture produced by 
dehydration of exogenous origin. 

If one accepts this point of view, there may be a 


parallelism between clinical pictures differing in etio- 
logic significance. 


CLASSIFICATION OF DISTURBANCES DUE TO 
INSUFFICIENT NOURISHMENT 

There are difficulties which arise from difference in 
nomenclature, which sometimes results from a tendency 
either to oversimplification or to excessive analytic 
diversification. 

In this respect, I find it difficult for the American 
school to understand the European nomenclature and 
vice versa, as here in America oversimplification has 
led to the grouping of disturbances of insufficient 
nourishment in only two concepts: undernutrition and 
malnutrition, while in Europe there are terms like 
“athrepsia,” “atrophy,” “decomposition,” ‘“dysergias” 
and “dysontias,” from the old French school of Parrot,® 
from Finkelstein and from Bessau,* which are not 
understood in America. 

There are to my mind many reasons for reclassifying 
these disorders, and I hope that you wil! not find it 
presumptuous on my part to present this attempt of 
classification. 

The disturbances caused by insufficiency of nourish- 
ment may be classed as (1) undernutrition, (2) mal- 
nutrition and (3) hypoproteinosis. You are familiar 
with the first two. The term undernutrition must be 
restricted to a deficiency in calories which produces loss 
of weight and reduction of fat deposits. This con- 
dition is usually seen in times of war or disasters which 
disrupt the distribution of food in the world. Mal- 
nutrition means a vitamin deficiency. I need not 
mention the different forms that it can assume in 
accordance with the particular vitamin involved. 

Hypoproteinosis means a deficiency of protein food 
or of good quality proteins, or a deficiency of essential 
amino acids. It is the most common disease in the 
world, and yet it has not even a name in the accepted 
medical nomenclature. 


HYPOPROTEINOSIS 

The outstanding cause of hypoproteinosis is the low 
economic level on which ‘half of the population of the 
world lives. This economic want leads to the suppres- 
sion from the diet of the most expensive ‘oods of animal 
origin, usually badly compensated by an excess of carbo- 
hydrates derived from the cheapest cereals or tubers: 
rice, corn and cassava. 

It is usually a chronic condition difficult to over- 
come and is essentially different from the plight of the 
people under the stress of war or famine, which is 
usually acute and may be remedied by emergency mea- 
sures, chiefly by cereals. 

It is true that undernutrition, malnutrition and hypo- 
proteinosis may be found superimposed, as now happens 
in China and India, because to the chronic lack of good 
quality proteins there is added a lack of certain vitamins, 
and also an insufficiency of carbohydrates and fats. 


3. Parrot, J. M.: Clinique des nouveau-nes: L’athrepsie, Paris, G. 
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The extreme condition of lack of all kinds of food 
leads to inanition, which is usually spoken of as hunger. 

But it is conceivable that the most frequent of all 
these conditions of want is that produced by insufficient 
protein or essential amino acids. . 

It happens, though, that one frequently refers to 
hypoproteinemia and not to the hypoproteinosis, 
although hypoproteinemia, connected with edema, is not 
a disease in itself but a sign of the general condition 
of hypoproteinosis, and an inconstant sign, as I will 
explain later. 

This condition of hypoproteinosis in its dry form 
has been ignored because what is known about it has 
not been gathered in a coherent description but lies 
scattered in different chapters, and because physicians 
have ignored old descriptions of this disease just because 
they are not up to date in their information. 

It is, moreover, a fact that hypoproteinosis in its 
dry form is difficult to recognize in an individual though 
easy to recognize as a disease of the community, as 
a public health problem. 

If one analyzes the data found in vital statistics of 
countries or regions where hypoproteinosis exists one 
finds (1) a high general mortality, (2) a high infant 
mortality, (3) a high mortality for infectious diseases 
of childhood, (4) a high incidence of gastrointestinal 
disorders, (5) a high natality index and (6) low figures 
of height and weight of the population. 

A glance at these general facts leads one to certain 
corollaries: 1. Hypoproteinosis is a condition which 
specially affects children before 6 years of age. 2. It 
affects them by (a) a tendency to stop or delay growth, 
(b) a tendency to diarrhea and (c) a low resistance 
to infection. 

Growth is considered by nutrition workers one of 
the best criteria for the assessment of the protein value 
of foods. The growth of young rats is perhaps the 
best method of biologic appraisal of protein values. 

But it happens that it is difficult to distinguish 
between racial and acquired characteristics. It is easy 
to create a good strain of rats with known biometric 
constants, but men differ widely from one another and 
it is easier to believe in race superiorities and inferiori- 
ties than to believe in the effect 0° food on racial 
development. And yet Scandinavians of today are 
10 cm. higher in stature than their ascendants of one 
hundred years ago. 

Height is a better index of protein nutrition than 
weight, which is rather an index of caloric deficiency. 

Some years ago I pointed out to my students and 
also to my colleagues in the Academy of Medicine in 
Mexico that delay in growth caused by protein defi- 
ciency was similar to that caused by pituitary deficiency. 
This has been stressed by the observations of Dr. 
Rigoberto Aguilar.” 

The studies of Cannon ® have led to the knowledge 
that growth retardation may be caused by deficiency 
of any of the essential amino acids. 

Growth is essentially a sign of positive nitrogen 
balance, and the nutritional added requirement of food 
for growth purposes must be specially, those of protein 
food. 

The resemblance of the clinical picture of pituitary 
nanism to that of hypoproteinotic nanism is a fact which 
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may be interpreted in several ways: One could accept 
that for normal growth two essential conditions are 
necessary, proper nutrition and the funciion of the 
anterior pituitary. If either one of these conditions 
is lacking, the effect is the same. 

But one could also consider the possibility that pro- 
tein deficiency affects the pituitary gland. Most of the 
pituitary hormones are of a protein nature, and one 
can conceive that these proteins cannot be synthetized 
without a proper protein nutrition. 

Low resistance to infection is manifested: (1) by 
the frequency of infections in hypoproteinotic children ; 
(2) by the special severity of these diseases, so as to 
be a cause of high mortality even in usually benign 
infections such as measles and whooping cough, and 
(3) by a special course of the infectious disease itself, 
as for example, the absence in severe infections of fever 
and other bedy reactions such as leukocytosis and other 
immunity responses. 

Kolmer* stated that “the proteins of the diet are 
apparently just as important in the synthesis of natural 
specific antibodies (and presumably of the nonspecific 
bactericidal beta lysins, leukins and plakins of the blood) 
as they are in the synthesis of acquired antibodies, 
whereas A, C, D avitaminosis may favor infection 
thro-gh changes in the epithelial barriers, body secre- 
tions or other nonspecific factors.” 

He went on to say that “unless the nutrition of 
pregnant women is favorable to antibody production, 
the immunity of newborn infants, so likely to be classi- 
fied as natural immunity, though actually a type of 
acquired immunity, will be deficient.” 

The findings of Ileidelberger and collaborators 
identifying antibodies as mclecules of globulin which 
in the course of their synthesis have been specifically 
modified by the antigen and the conception of Sabin,° 
who defined antigens “as substances which can sveci- 
fically modify the synthesis of globulins by the cells of 
the reticuloendothelial system” led to the theory postu- 
lated by Cannon’®: “gamma globulin production is 
dependent on the intake of amino acids from proteins.” 

More recently experimental studies by Dougherty 
and White’! and others have called attention to the 
lymphocyte as the special cell in which gamma globulins 
are synthesized and to the fact that, aside from the 
intracellular production of antibodies, there is another 
necessary step, the release of these antibodies by the 
dissolution of the lymphocytes, which is produced by 
the action of the steroids of the corticoadrena! gland 
which are oxygenated on carbon 11. 

Indirectly this action may be caused by the adreno- 
tropic hormone of the anterior pituitary. 

One may then say that for the presence of antibodies 
in the blood two conditions are necessary, apart from 
the antigenic action: an adequate protein nutrition and 
an adequate function of the pituitary and adrenal glands. 

If one now examines the tendency of the hypopro- 
teinotic child to gastrointestinal disorders, especially to 
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diarrhea, one may say that this tendency was recog- 
nized by Parrot* in his description of “athrepsia” 
seventy years ago; he stated that “the initial fact is a 
modification of the feces which, more frequent and softer 
than normal, cease to be yellow and homogenous, to 
present white curdles and greenish striations.” 

He went on to say that “at the same time the quantity 
of the urine decreases and its color is darker, the thirst 
is more vivid and by its cries, the infant demands 
more frequently its satisfaction, but notwith- 
standing the frequency of meals, the quantity of milk 
it drinks is less than the normal dosis.” 

Schweizer also recognized this tendency to diar- 
rhea as one of the characteristics of “dysontic” children, 
following the school cf Bessau.* 

What has happened is that, under the influence of 
the discoveries of Pasteur, physicians have a tendency 
to think of infection as the most common cause of 
gastrointestinal disorders of childhood, and in a natural 
way have been led to believe that gastrointestinal dis- 
orders are the cause and not the consequence of the 
nutritional disturbance. 

It is true that diarrhea complicates the picture, bring- 
ing about the addition of undernutrition, malnutrition 
and dehydration to the original picture of hypoproteino- 
sis, and even concealing this original disturbance under 
the more conspicuous signs of the added derangements, 
but the theory that, at least in some of the cases, 
diarrhea is not of infectious origin, but nutritional in 
character, is, to my mind, not only acceptable but highly 
probable. 

These gastrointestina! upsets are a constant sign in 
cases of hypoproteinosis. Gomez Pagola'* has found 
them in 100 per cent of 590 cases studied by him in 
the Children’s Hospital in México, D. F. 

Infant mortality is higher in those regions of Mexico 
which are of low agricultural productivity, the highlands 
situated higher than 5,000 feet (1,524 meters) above 
sea level, while richer regions under 5,000 feet, though 
more favorable for trcpical infections, have a lower 
infant mortality. The relation of poverty to infant 
mortality is thus clearly proved. 

It seems highly probable that these gastrointestinal 
symptoms may be connected with a fatty liver. 

Gillman and Gillman,"* of South Africa, have recently 
shown that children afflicted with “pellagra” do not 
react favorably to vitamin treatment, while administra- 
tion of powdered stomach gives the best results. They 
have studied the degree of fatty :n‘ltration of the liver 
in smears taken from biopsy specimens of liver and 
have been able to find a relation between the degree of 
infiltration and the severity of symptoms. 

Fatty infiltration of the liver cell is an important 
consequence of hypoproteinosis. The amino acid methi- 
onine has been found to be indispensable for the 
synthesis of choline '® as a source of methyl groups or, 
as the process is now called, for transmethylation." 
Powdered stomach and powdered pancreas are rich in 
methionine. 
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The only criticism that cai be made of the work of 
Gillman and Gillman is of the error of referring ‘to 
these children as pellagrous patients. Pellagra is not 
the cause of this type of diarrhea and is not the chief 
underlying factor, but hypoproteinosis. Pellagra is a 
complication of the disease. 

Parrot * described in an impressive manner the pic- 
ture of the later stages of athrepsia, a form of the dis- 
ease in which dehydration is the most important feature 
or, as he said: “the organism suffers from aridity.” 

He described the excavation of the orbits, the depres- 
sion of the fontanels, the bones of the skill mounting 
on one another, the lividity around the mouth and the 
iunperfect closing of the eyelids, which enables one to 
see the diminished ocular globes, with their dull dry 
corneas and injected -onjunctival membranes. 

But nowadays dehydration is too well known not 
to be remedied, and one’s attention is engaze. more 
frequently with the opposite picture of generalized 
edema, which is usually accompanied with the symptoms 
of malnutrition, xerosis, pellagra and ariboflavinosis 
being the most frequent among the vitamin deficiencies. 

Nevertheless, one still frequently sees a picture which, 
it seems to me, has many points of contact with 
Simmond’s cachexia as produced in adults in cases 
of anorexia nervosa, which can be characterized as the 
bankruptcy of the organism. 

One cannot but sememb+ that Parrot described 
athrepsy as “nutrition in reverse” and that the anterior 
pituitary and the adrenal cortex are ‘ne agents for 
conversion of protein into glycogen: When this mecha- 
nism is exhausted, bankruptcy is declared. 

Hypoproteinosis and dehydration are still often 
encountered together. Parrot used to say that “in order 
that the chemical phenomena of nutrition may take 
place, it is necessary that the internal medium be humid, 
that plasma may be abundant. The impoverishment 
of its plasma and, .f it is permissible to say, its concen- 
tration, are accused by cyanosis and the relative increase 
of red blood cells. The blood dyscrasia is the capital 
feature of athrepsia.” 

When one now characterizes shock by blood con- 
centration, just as Selye '? spoke of his “alarm reaction” 
as being the expression of shock, provoked by the 
exposure to stimuli to which the organism is not 
adapted, and of hunger as one of the most frequent 
causes of shock, one associates corticoadrenal insuffi- 
ciency with the picture of dry hypoproteinosis. 

One cannot but recognize the truth of the following 
words of Duncan '* in his book on “Diseases of Metab- 
olism”: 

The reduction of the concentration of protein in the serum 
is an inadequate measure of the actual albumi.. deficit. As the 
albumin diminishes, the plasma volume shrinks, presumably 
because the protein osmotic pressure drops. As the process 
continues a compromise is, as usual, reached between plasma 
volume and protein concentration by the interaction of com- 
pensatory mechanisms. Analysis of the bodies of animals 
reveals the fact that the tissues are the greatest sufferers of 
all. Before serum albumin becomes sufficiently depleted, there- 
fore, to cause edema, the tissues and organs throughout the 
bedy have been drained of protein. The retention of 
1 Gm. of nitrogen causes the organism to add 25 Gm. of 
weight, because 6.25 Gm. of protein will be formed from the 


gram of nitrogen and the protein will require and hold three 
times its weight of water. 
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When this compromise is reached, there still remain 
some symptoms of general dehydrat.on. Chronic hypo- 
proteinosis in children and in adults is revealed by 
dryness and scaliness of the skin, lack of tissue tur- 
gescence, cold extremities, increased viscosity of the 
blood and a tendency to low tlood pressure rather than 
to edema and hypoproteinemia, which is a manifestation 
of acute hypoproteinosis such as may appear in circum- 
stances of war as it was observed in Mexico in 1915 
during the revolution. 

The most probable factor in reaching this compromise 
is the function of the corticoadrenal giand of regulating 
water and sodium balance at a lower level. 

This is usually reached at 6 years of age, when the 
child is said to be adapted to hypoprotcinosis; the 
morbidity and mortality drop, except for some infec- 
tions, such as rheumatc fever and tuberculosis, which 
still are a menace to him. 

One then speaks of natural selection, but this does 
not exactly mean that those who survive are the 
stronger; it may mean a survival of those persons of 
lower food requirements. 

The Indian will then survive and escape from hyper- 
tension, obesity, diabetes and coronary thrombosis in a 
despondent and hopeless life. 
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This article is the tenth of a series to be published by the 
American Medical Association in cooperation with the Amerti- 
can Cancer Society. The sertes ts designed to aid wn the early 
diagnosts of cancer and thereby to gain more eflective results 
in treatment. When complete, the series will be published in 
book form by the W. B. Saunders Company under the sponsor- 
ship of the American Medical Association and the American 
Cancer Soctety. 


Tle bones and joints are skeletal structures derived 
from the mesoderm, and cancers arising fiom them 
belong to the general class of malignant tumors desig- 
nated as sarcomas. However, when the cance, is com- 
posed of a specific tissue or cell of the skeletal structure 
the name of that tissue or cell may comprise a part of 
the name of the tumor. Primary cancer of the bone 
differs so widely from primary cancer of the joint that 
the two lesions call for separate consideration, 


CANCER OF THE BONE 

Sarcoma of the Bone.—Sarcoma arises more fre- 
quently in the bone than in any other tissue or system 
of the body, and the frequency with which it is respon- 
sible for loss of limb or life makes it rank as the major 
problem of malignant tumors springing from the meso- 
blastic tissues. However, the relative incidence of sar- 
coma of the bone is extremely low in comparison with 
that of other disease, and the infrequency with which it 
is seen by the general practitioner makes for difficulty 
and much delay in diagnosis. 

The etiologic basis “of sarcoma of the bone is as 
obscure as that of malignant tumors in general, and 
little progress is being made toward a better under- 


Frou. the Department of Surgery, the University of Chicago. 


standing. This is in contrast with the significant mod- 
ern advances that have. been made m the pathology, 
diagnosis and treatment of the disease. While there 
is some variation with age according to class, sarcomas 
of the bone as a group occur principally during the 
first half of the life span and reach the high point of 
frequency between the fifteenth and twentieth years, 
according to the statistics of Christensen'; the inci- 
cence declines gradually until only a rare case is 
encountered in the seventh or eighth decade. By way 
of contrast metastatic carcinoma is the common tumor 
encountered in bone during the second half of the life 
span, and its relative frequency increases with advanc- 
ing age. 

Males are somewhat more frequertly affected than 
females. According to Christensen! the difference in 
frequency is limited mainly to the group of osteogenic 
sarcomas. 

Little is known about heredity in sarcoma of the 
bone, but so far it has not been shown to play an 
important role. Sarcoma is 
seldom a part of the clinical 
picture in cancer families. 

Certain benign tumors of 
bone, namely chondroma, 
cartilaginous exostosis and 
benign giant cel: tumor, are 
predisposed to transforma- 
tion into sarcoma. 

Paget's disease of bone, 
osteitis deformans, some- 
times leads to the develop- 
ment of sarcoma in one or 
more of the affected bones. 
Of 180 primary sarcomas of 
bone observed by Platt ? 10 
developed in patients with 
osteitis deformanis. 

Fibrocystic disease and 
osteodystrophia fibrosa are 
rarely complicated by sar- 
coma, and radical fcrms of 
treatment for the avoidance 
of malignant transformation 
are unwarranted. 

The exciting cause of sar- Fig. 1 (case 1).—Central_ scle- 
coma of the bene remains Be 

along surface of shaft of right 
unknown for the vast ma- — humerus. 
jority of cases. Trauma has 
long been considered an exciting cause and is still the 
subject of debate. Since sarcoma has often been noted 
following a single trauma the problem has been to 
determine whether the injury was the cause of the 
tumor or whether it precipitated symptoms and signs 
in a preexisting tumor. Careful studies including roent- 
genograms have revealed iittle evidence in suport of 
the view that either single or multiple trauma is the 
exciting cause of sarcoma of the bone. Among the 
enormous number of fractures observed annually in 
which early roentgenograms reveal no change in the 
bone except the fracture, it is exceedingly rare to 
observe sarcoma of the bone as a sequel. Coley * com- 


1. Christensen, F. C.: Bone Tumors: Analysis of One Thousand Cases 
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mented on the fact that in courts of law the importance 


of trauma in the causation of sarcoma of the bone has 
been greatly overestimated. 


Fig. 2 (case 1).—Posterior view of resected specimen: the central por- 
tion of the tumor is ossified, the peripheral portion is little ossified. 


Fig. 3 (case 1).—Photomicrographs of sections trom peripheral tumor 
showing (A) radiating ossified tumor and (B) unossified tumor; slightly 
reduced from magnification of X 125 and X 800, respectively. 
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The only definitely established exciting causes of 
sarcoma of the bone in man are roentgen radiation 
and radioactive elements. Hatcher * recently collected 
from the literature 17 cases of sarcoma of the bone 
produced by roentgen radiation aud added 3 of his 
own. Martland® reported cases of sarcoma developing 
in radiation-damaged bones of dial painters, who repeat- 
edly ingest minute amounts of radium, mesothorium 
and radiothorium, and demonstrated radioactivity in all 
the bones. Radiation from roentgen rays, natural and 
artificial radioactive substances ® and certain nonradio- 
active chemicals * implanted in the bones have all pro- 
duced sarcoma in experimental animals. Sarcoma of 
the bone promises to become an important health prob- 
lem with the future development of atomic energy. 

Distribution—While any part 0. the skeleton may 
be involved, primary cancer is disproportionately more 
frequent in the bones preformed in cartilage than in 
those preformed in membrane. In general the larger 
the bone the greater the in- 
cidence, which means that 
the long bones of the limbs 
and the pelvis ue the most 
frequent seats of neoplastic 
growth. The tumor nearly 
always begins in the shaft, 
and the énds of the shaft are 
much more frequently in- 
volved than is the midpor- 
tion. Spread ef the tumor 
to the epiphysis is common, 
but it takes place less read- 
ily in children than in adults 
because the cpiphys:al car- 
tilage plate acts as a barrier. 

Varieties. —Primary can- 
cers of bone vary greatly in 
structure, and no classifica- 
tion yet proposed has met 
with general acceptance. 
The stem cells of a bone may 
potentially give rise to ma- 
lignant growths representa- 
tive of each type of fixed 
cell or tissue that enters into 
its structure, excepting ner- 
vous tissue, which comes 
from wichout. Consequently 
classifications, as thar of the 
Registry of Bone Sarcoma 
of the American College 
of Surgeons reported by Ewing, are usually based on 
a combination of cell and tissue types. 

An analysis of the registry cases in 1939 revealed 
1,437 primary bone cancers classified as follows: osteo- 
genic sarcoma 895, or 62.3 per cent (6 parosteal) ; 
chondrosarcoma 110, or 7.6 per cenf; periosteal fibro- 
sarcoma 29, or 2 per cent; Ewing’s sarcoma 238, or 
16.5 per cent; myeloma 112, or 7.7 per cent; reticulum 
cell sarcoma 10, or 0.7 per cent; lymphosarcoma 19, 
or 1.3 per cent; malignant giant cell tumor 19, or 13 


Fig. 4 (case 1).—Eleven years 
after resection and bone trans- 


plantation; there is no recurre ce 
but old ununited fracture of graft. 
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-per cent, and liposarcoma 5, or 0.3 per cent. This 
gives osteogenic sarcoma too high a percentage because 
of the inclusion of certain other tumors, as central 
fibrosarcoma, in that class. 

By the designation of each variety according to the 
principal tissue or cell of which it is composed, the 
great majority of primary sarcomas of the bone may 
be fitted into the following classification, leaving a rela- 
tively small number of undifferentiated tumors unclassi- 
fied: 1, osteogenic sarcoma; 2, chondrosarcoma; 3, 
fibrosarcoma; 4, malignant giant cell tumor or giant 
cell sarcoma; 5, Ewing’s sarcoma (so-called endothelial 
myeloma); 6, reticulum cell sarcoma; 7, lymphosar- 
coma; 8, angiosarcoma; 9, liposarcoma, and 10, 
myeloma. 

Osteogenic Sarcoma.—Osteogenic sarcoma is com- 
posed of cells which possess the property of producing 


bone. It is the most important of the bone sarcomas, ' 


since it comprises about one half of all cases and has 
a high mortality rate. 

The tumor nearly always starts within the bone, 
replacing the medullary tissue and invading and eroding 
the cancellous bone. The cells form tumor bone which 
varies greatly in amoun. and in degree of differentia- 
tion. In some cases the bone is scanty; in others, abun- 
dant and dense; in some cases it is little differentiated, 
in others it consists 
of well iormed tra- 
beculae. As growth 
continues the cortex 
is eroded ani pene- 
trated, and the sar- 
coma forms a mass 
on the surface of 
the bone. The peri- 
osteum may lay 
down new bone on 
the shaft beyond the 
limits of the tumor. 


In some cases the 


Fig. 5.—Partially ossified pulmonary me- : 
tastases (4) from densely ossified osteogenic tumor outside of 


sarcoma of tibia. the Lones ossifies to 

about the same ex- 
tent and in the same manner as that within the bone. 
However, in other cases it ossifies much less extensively 
and the new tumor bone radiates outward from the 
cortex into the unossified portion. Cartilage sometimes 
forms in the process of ossification of peripheral osteo- 
genic sarcoma just as in the process of ossification of 
peripheral callus. Osteogenic sarcomas cast charac- 
teristic shadows of bony density in roentgenograms. 
Some of the features are illustrated in case 1 


Case 1-—A dentist, aged 26, for four months had had pain 
and toward the end of that period a slight swelling in the region 
of the upper shaft of the right humerus. A _ roentgenogram 
(fig. 1) revealed a pronounced increase in density within the head 
and upper shaft of the humerus, and rays of increased density 
extended laterally from the cortex into the external tumor (A). 
Osteogenic sarcoma was diagnosed. The deltoid muscle and 
the upper 15 cm. of the .umerus and its muscular and capsular 
attachments were resected, and the defect was repaired with 
transplanted bone from the tibia. A posterior view of the 
resected humerus (fig. 2) revealed diffusely ossified tumor within 
the bone and fleshy tumor along the external surfaces laterally 
and posteriorly. Microscopic sections from the peripheral por- 
tion of the tumor (fig. 3) disclosed radiating tumor bone (4) 
and overly*ng unossified sarcoma (B). The patient has since 
remained well and has continued to do his dental work with 
the right arm. Figure 4 (eleven years after resection shows the 
recent roentgenologic appearance. 
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The external tumor may grow to great dimensions, 


and regional veins may be invaded even while the tumor 


is small. Metastases usually develop relatively early, 
but they may not grow to a size by which they can 
be recognized for one or more 
years. The tumor spreads not only 
by way of the blood stream to the 
lungs, bones and other tissues but 
also not infrequently by way of 
the lymphatics to the regional 
lymph nodes. The metastases usu- 
ally ossify if the primary tumor is 
decidedly ossified. Figure 5 illus- 
trates the roentgenologic appear- 
ance of the lungs in sucha case. 
Chondrosarcoma.—Chondrosar- 
coma of bone consists, in the great- 
er part or all of its extent, of 
cartilage showing varying signs 
of differentiation and cther signs of 
cancerous growth. Clinically it 
simulates osteogenic sarcoma in 
many respects but usually runs a 
more chronic course and frequently 
casts characteristic shadows in 
roentgenograms.* A soft cartilagi- 
nous tumor begins centrally and 
erodes cancellous bone and inner 
portions of cortex. There may be 
little or no surrounding formation 
of new bone, so that roentgeno- 
logically the lesion resembles other 
osteolytic tumors, bone cysts and 
granulomas. However, if the thick- 
er portion of the shaft becomes 
involved both periosteal and en- 


Fig. 6 (case 2).— 
Central chondrosarcoma 
with thickening of sur- dosteal new bone are laid down 


bone. 
rounding bone to form a thick expanded shell 


« 


¢ 
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Fig. 7 (case 2).—-Photomicrograph of slightly differentiated chondro- 
sarcoma (A); eroding cortex (B). Somewhat reduced from a magnification 
of X 125. 


about the central soft tumor. Roentgenologically this 
casts a thick, dense shadow surrounding an oblong 
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central radiolucent area which is highly suggestive 
of a chondrosarcoma, as in the following report of 
a case: 


Case 2.—A girl aged 
11 had undergone an 
operation for painful 
central cartilaginous 
lesion of the lower 
part of the right femur 
sixteen months before 
admission; there was 
recurrence of pain four 
months ago. Figure 6 
shows the roentgeno- 
graphic appearance. 
Fifteen centimeters of 
the shaft were resect- 
ed, ard the defect was 
repaired by two tibial 
bone grafts. An em- 
bryonal type of car- 
tilage filled the central 
cavity and eroded the 
bony wall (fig. 7). The 
diagnosis was chondro- 
sarcoma of low grade 
malignancy. The girl 
has remained well for 
seven and one-fourth 
years, and figure 8 por- 
trays the femoral re- 
pair after ten and one- 
half months (A) and 
seven years (B). 


Fig. 8 (case 2).—Bone graft reconstruc- 
tion after ten and one-half months (A) and 
seven years (B). 


Other cases of central tumor may reach large size, and 
blotchy islands of calcification and ossification may 
appear within the cartilage. They cast characteristic 
blotchy, dense shadows (fig. 
9). Even more character- 
istic are the disconnected, 
irregular, dense shadows 
seen in roentgenograms of 
peripherally situated chon- 
drosarcomas which contain 
islands of calcification and 
ossification. 

Case 3.—A boy aged 14 had 
a chondrosarcoma of the tibia 
(fig. 10 A). Amputation of the 
thigh was performed, and tumor 
(B) was found to have grown 
into ‘he femoral vein. 


This is not uncommon 
in the advanced staves of 
chondrosarcoma, and car- 
tilaginous pulmonary and 
lymph node n.etastases may 
develop. 

Fibrosarcoma.—Fibrous 
tissue is a constituent of the 
marrow as well as of the 
periosteum ; fibrosarcoma of 
bone may begin in either 


= || structure. Contrary to pre- 

% . 
viously held views, fibro- 
Fig. 9.—Advanced central chon. 3arcoma is much more 


drosarcoma with blotchy ossifica- 
tion within (A) and thick shell 
surrounding new bone 


frequently primary in the 
medullary region than in the 


BONE AND JOINT—PHEMISTER 


J. 
eb. 21, 1948 
periosteum. In the extremities it usually begins in 
the cancellous portion of the end of the shaft and 
gradually destroys and replaces both medullary and 
cortical structures. The tumor tissue never forms 
tumor bone. After perforation of the cortex an oval 
mass forms along one side of the bone, and the adjacent 
periosteum may lay down small amounts of new bone. 
Pathologic fracture is not uncommon at this stage. 


Microscopically the tumor usually consists of spindle 
cells and a more limited number of round cells with 
collagen fibers in the matrix and nuciear evidences of 
cancer. Necrosis is common. Roentgenograms usually 
reveal extensive reduction in density in the central 
region and irregularly reduced density of portions of 
the cortex. There is no shadow of new bone within the 
tumor, but there may be shadows of periosteal new bone 
along the surface of the adjacent shaft. 


Cast 4—A woman aged 50 had a painful right knee of 
one year’s duration and a palpable swelling over the back of 
the lower end of the femur. Figure 11 shows the roentgenologic 
appearance and figure 12 a large microscopic section of the 


Fig. 10 (case 3).—A, chondrosarcoma of tibia with dense wo 
islands of ossification and calcification in peripheral tumor and B, 
laginous tumor removed from femoral vein during amputation of. thigh. 


involved bone which was removed when massive resection 
of the region was performed. The defect was repaired by 
two massive tibial bone grafts. The central portion of the 
tumor was extensively necrotic and the surviving portions 
consisted of a spindle cell tumor (fig. 13). Twenty-one months 
have elapsed since the surgical operation, and there are no signs 
of local recurrence or metastases. 


Spindle cell tibrosarcoma of varying grades of malig- 
nancy may arise in the periosteum and produce an oval 
swelling with little tendency to invade the underlying 
bone. Ewing ® emphasized the remarkable tendency for 
some of these tumors to produce multiple metastases 
in the periosteum of other bones. | 

Fibrosarcoma usually pursues a clinical course some- 
what less malignant than that of osteogenic sarcoma. 
But in most cases metastases, often not detectabie clin- 
ically, are present before treatment is initiated and the 
disease ends fatally months or years later. 


9. Ewing, J.: A Review of the Classification of Bone Tumors, Su-g., 
Gynec. & Obst. 68:971, 1939; Neoplastic Diseases: A Treatise on 
Tumors, ed. 4, Philadelphia, W. B. Saunders Company, 1940. 
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Malignant Giant Cell Tumor or Giant Cell Sarcoma. 
—Benign giant cell tumor of bone is relatively common, 
whereas malignant giant cell tumor is rare. The registry 
in 1939 contained 238 benign giant cell tumors as against 
the 19 cases that were malignant. Both benign and 
malignant forms occur most frequently between the ages 
of 15 and 40 years, and in the limb bones they involve 
both the end of the shaft and the epiphysis. 

Most giant cell tumors that terminate as cancers 
appear to be initially benign. They produce chronic pain 
in the region of the joint and later a swelling on one 
side of the bone. Roentgenograms reveal a sharply cir- 
cumscribed central area of reduced density beginning 
usually in the metaphysis and extending into the 
epiphysis, and there is no shadow of reactionary new 
bone. Under the diagnosis of a benign tumor the lesion 
is removed with the curet and often the cavity is filled 
with bone grafts. Pathologic examination confirms the 
diagnosis of a benign lesion, but in the course of months 
or years there is recurrence of pain and tumor and 
roentgenograms exhibit more ragged destruction of 
bone. At a sibsequent operation the diagnosis of cancer 
is established. 

In a minority of cases the initial tumor grows more 
rapidly and produces an external swelling with irregular 
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Fig. 11 (case 4).—Fibrosarcoma destroying bone centrally (4) and 
breaking through cortex posteriorly (2). 


osseous destruction or a triangular layer of new bone 
in the neighboring periosteum, suggestive of cancer. 
Pathologic examination after diopsy or curettage estab- 
lishes the diagnosis of cancer. 

Grossly, a benign lesion may be choco‘ate colored 
while a malignant one is grayish and mottled. The two 
types of tissue may be seen in the same specimen when 
cancer has appeared as a secondary change in a benign 
tumor. Giant cell sarcoma is nearly always nonossify- 
ing. Microscopically it contains giant cells, most of 
which are of small size, and occasionally a hyperchro- 
matic or dividing nucleus is seen. The mononuclear 
cells are greatly in excess and in most of the extent of 
the lesion, and some show hyperchromatic nuclei or 
various stages of cell division. 

In the following case a primary benign giant cell 
tumor early presented evidence of a low grade cancer. 


Case 5.—A man aged 26 had increas:ng pain and disability 
fn the left knee for six miontns and a recent swelling of the 
mesial condyle. A roentgenogram (fig. 14) showed a sharply 
outlined reduction in density of the condyle resembling a benign 
giant cell tumor, but there was a triangular shadow of new 
bone (C) on the cortex abeve, an observation more frequently 
made in cancer. A biopsy confirmed the diagnosis of cancer, 
after which a massive resection of the region was performed 
and the defect repaired with two large tibial grafts. A section 
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of the resected femur showed the lateral margin of the soft 
tumor (A) to be chocolate colored and the central and mesial 
portions (B) to be a mottled gray. Microscopically the choco- 


Fig. 12 (case 4).—Large microscopic section of resected femur showing 
tumor with central degeneration. 


Fig. 13 (case 4).—Fibrosarcoma, magmihcation X 475. 
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late-colored portion (fig. 15), which was composed of giant 
cells in a stroma containing round and oval mononuclear cells, 
appeared benign. The mottled gray portion (fig. 16) was com- 


posed of comparatively few giant cells and large numbers of 
Occasional mitotic figures and 
hyperchromatic nuclei were present. 


spindle cells with oval nuclei. 


numerous The patient 


Fig. 14 (case 5).—Roentgenogram and microscopic section of giant cell 
tumor of the femur: lateral portion benign (4); mesial portion malig- 
nant (8); triangle of periosteal bone (C). 


has remained well. A roentgenogram (fig. 17) shows the recent 
appearance of the lesion five and three-fourths years later. The 
long period of survival raises the question of a borderline tumor, 
despite the microscopic appearance »>{ Cancer. 


Ewing's Sarcoma (Round Cell Sarcoma of Uncertain 
Origin).—Ewing ® separated from the poorly differen- 
tiated malignant growths of bone a tumor which he 


15 (case 


Fig. 
tumor, magnification 


5).—Benign-appearing lateral portion (A) of giant cell 
300. 


thought consisted of angioendothelial cells and which 
he designated as endothelial myeloma. 

The tumor is frequent in childhood and early adult 
life, affects the bones of the trunk almost as frequently 
as those of the extremities and is predisposed to produce 
widespread metastases in bone. It begins in the medul- 
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lary cavity, grows at varying rates and destroys bone, 
but its cells never produce bone. On nearing the surface 
it usually stimulates the periosteum to form considerable 
bone but the amount may be small, especially in adults. 
Pathologic fracture is not uncommon in neglected cases. 
Widespread metastases in bene may destroy so much 
marrow that severe anemia is produced. Roentgeno- 
grams reveal reduction in density from wormeaten 
destruction of cancellous and cortical boue and a surface 
layer of increased density from the periosteal new bone. 
Metastases produce conditions similar to those of the 
primary tumor. 

The tumor responds well to initial roentgen treatment, 
but there is recurrence in a high percentage of cases 
and this, with the frequent metastases, produces a fatal 
termination. 


Fig. 


16.—Sarcomatous mesial portion (B) of giant cell tumor. 


Ewing described the tumor as consisting of small 
polyhedral cells with pale cytoplasm, a small hyper- 
chromatic nucleus and a definite cell border. In some 
cases tumor cells were thought to line vascular spaces, 
but other observers ‘iave regarded this appearance as 
due to survival of perivascular cells in degenerating por- 
tions of the tumor. Figure 18 shows the usual roentgen- 
ologic picture; figure 19 portrays the character of the 
cells in Ewing’s sarcoma. Wel’ preserved cells have 
an ill defined border, scanty cytoplasm, a_ relatively 
large nucleus and scattered chromatin. 

Much confusion exists concerning this and kindred 
tumors of bone marrow, and matiy authors deny the 
endothelial origin of any of them. In the opinion of 
Oberling Ewing’s tumor comes from the supporting 
mesenchymal cells of the bone marrow and is a reticulo- 
sarcoma. According to Stout it is a derivative of the 
mesenchymal supporting framework of the bone marrow 
and a variant of reticulum cell sarcoma. By Lichten- 
stein and Jaffe it was regarded as a sarcoma derived 
from primitive marrow connective tissue without further 
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specification. Willis pointcd out that osseous metas- 
tases from neuroblastoma arising in the adrenal medulla 
or in sympathetic nerve ganglions located elsewhere have 
often been wrongly diagnosed as Ewing’s sarcoma. This 
accounts for a part of the exceedingly high mortality 
usually given. Further study is necessary before the 
slightly differentiated malignant growths arising in the 
medullary cavity can be classified properly. 

Reticulum Cell Sarcoma.—Primary reticulum cell sar- 
coma is a nonossifying, bone- -destroying tumor derived 
from embryonal reticular tissue of the marrow and 
characterized by an unusually favorable response to 
surgical treatment. 

It affects both long and flat bones and grows to a 
large size, first within the medullary region and later 
outside the shaft. The tumor is gray to red, erodes 
the bone, stimulates the peri- 
osteum to form new bone and 
becomes necrotic in its deeper 
regions. Grossly micro- 
scopically it bears some resem- 
blance to Ewing’s tumor, with 
which it is often confused. 

The tumor consists of :ound, 
oval and elongated cells, which 
are somewhat larger than lymph- 
ocytes. The nucleus is relatively 
large and oval, and nucleoli 
are sometimes prominent. The 
stroma contains both collagen 
and reticulum fibers, and cyto- 
plasmic processes are present. 

Metastasis, loss of weight and 
cachexia appear relatively late, 
and amputation or wide local 
resection, in case of trunk bones, 
gives strikingly good resulis. Of 
Parker and Jacksor’s'® group 
of 17 treated principaliy in this 
way 7 were free from s-gns of 
the disease ten or more years 
afterward. 


Cast 6.—A wan aged 23 had a 
reticulum cell sarcoma (fig. 20). An 
amputation through the upper part 
of the thigh wa. performed one year 
after the onset. Figure 21 gives the 
microscopic characteristics of the 
tumor. The sili is now free from signs of tumor thirteen 
years afterward. 


1 


Fig. 17 (case 5).—Roent- 
ve and three- 

years after bone 

graft repair of defect. 


Lymphosarcoma.—In some cases of lymphosarcoma 
the bones have been the seat of the first lesion to be 
detected. ‘The tumor is painful and produces central 
destruction with little or no accompanying new bone. 
Microscopically the cells consist of malignant lympho- 
cytes in a stroma containing beth collagen and reticulum 
fibers. This has led to an endeavor to establish primary 
lymphosarcoma of bone as a separate entity. Wieland 
discussed a series of such cases as possible myelomas 
but preferred to regard them as reticulum cell lympho- 
sarcoma. Craver and Copeland‘? reported several 
patients with multiple lymphosarcomatous bony lesions 
who later had extension of the process to the lymph 
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nodes, thereby completing the clinical and pathologic 
picture of a reticulum cell lymphosarcoma. In view of 
the regular appearance of lesions in both the bone 
marrow and the lymph nodes and che frequent multiple 
osseous foci, it appears 
advisable to classify all 
lymphosarcoma as a 
disease othe lymphatic 
system and not to recog- 
nize * variety of pri- 
mary lymphosarcoma of 
bone which gives rise 
to metastases in the 
lymph nodes. 


Angtiosarcoma.—lt 
Ewing’s tumor is ex- 
cluded because of its 
nonendothelial nature, 
angiosarcoma (telangi- 
ectatic sarcoma or ma- 
lignant bone aneurysm ) 
is left as the only sar- 
coma of the bone which 
is of vascular origin. It 
is a rare tumor which 
is most frequen‘ inchild- 
hood and adolescence ; 
it beg.ns in the medul- 
lary cavity, grows rapidly, erodes the bone (which is 
replaced by large blood sinuses) and elevates the peri- 
osteum, often creating thereby a blood-filled sac lined 
by tumor. The peripheral portion consists of reddish tis- 
sue which microscopically is composed of hyperchromatic 


18 (case 
prolucing metaphysial bone destruction 
and periosteal new bone. 


8). — Ewing sarcoma 


Fig. 19.—Ewing sarcoma, magnification xX 1,135. 


spindle and polyhedral cells, with numerous sma! blood 
sinuses scattered throughout and lined by tumor cells. 
The tumor reaches large size, frequently causes fracture, 
metastasizes to the lungs and produces death in the 
course of several months. 
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Liposarcoma.—Only a few cases of liposarcoma have 
been described as arising from the fat tissue of the 
bone marrow. Stewart '® and Reobock and Hauser have 
reported bone-destroying tumors with malignant charac- 
teristics which give rise tu metastases in the lungs and 
Microscopically their structure resem- 


in other bones. 


Fig. 20 (case 6).—Reticulum cell sarcoma with extracortical extension 
mesially (A) and mottled central necrosis (B). 


bles liposarcoma in other locations. Additional cases 
have been reported recently by Khanolkar '* and Willi- 
ford and Fatherree.’® 


Myeloma.—Myeloma :s a malignant tumor of hemo- 
poietic elements of the bone marrow, ustally appearing 
multifocal.in origin. It is seen principaily in adult life 
to be beyond the age of 30, and men are about 
twice as frequently affected as are women. The lesions 
first to cause pain are most frequently located in verte- 
brae, ribs, pelvis, femur and humerus. They produce 
small to large punched areas of osseous destruction 
which gradually become confluent. Little or no new 
bone is formed. There is loss of weight, anemia and 
general debility as the disease advances; fractures may 
occur, leading to deformities. 

The tissue of the tumor is soft and grayish to brown 
according to vascularity. The main varieties in order 
of frequency are plasma cell myeloma, myelocytoma, 
lymphocytoma and erythroblastoma. Bence-Jones albu- 
mosuria and hyperproteinemia are present in the major- 
ity of the patients. Roentgenograms which exhibit the 
multiple punched areas of reduced density are of diag- 
nostic importance, as illustrated in a case of plasma cell 
myeloma in a man aged 40 (figs. 22 and 23). Sternal 
puncture usually yields myelcma cells, or a biopsy may 
be necessary in order to confirm the diagnosis. 

Solitary myeloma usually becomes multiple, but it 
may persist as such for long periods or be controlled 
indefinitely by roentgen therapy without the appearance 
of other lesions. Roentgen therapy should also be used 
in multiple myeloma, as it relieves pain and prolongs 
life. 

Diagnosis—The diagnosis of sarcoma of the bone 
is generally based on a history of chronic recurrent 
pain and, sooner or later, the appearance of a deep 
seated bony swelling. Since in the extremities it is 
usually near a joint the condition is most frequently 
mistaken for rheumatism. Roentgenograms taken dur- 
ing this stage reveal changes which are either highly 
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suggestive or diagnostic of sarcoma. However, before 
either surgical or radiation therapy is started the diag- 
nosis should be confirmed by biopsy. 

Osteogenic sarcoma casts amorphous shadows of 
increased density in the medullary region, in which it 
has invaded and replaced old bone. More or less 
radiating shadows of bony density are cast along the 
surface of the shaft if the sarcoma has broken through 
the bone. 

Chondrosarcoma may frequently be recognized by the 
presence of blotchy shadows of increased density or a 
thick cortical shadow of increased density surrounding 
a central zone of reduced density. 

Medullary fibrosarcoma produces an irregularly out- 
lined central shadow of reduced density and, if it has 
broken threugh the cortex, a peripheral shadow of faint 
density. There is re -latively little periosteal new bone 
casting dense shadows along the surface. 

Malignant giant cell tumor usually progresses more 
rapidly and produces mere pain than the benign form, 
and in roentgenograms the bony margin may show 
ragged reduction in density resembling fibrosarcoma and 
osteolytic metastatic carcinoma. 

Ewing’s sarcoma, with its irregular reduction in den- 
sity of old bone and varying amounts of increased 
density peripherally from periosteal new bone, may 
simulate chronic inflammation and metastatic tumors 
as well as other forms of sarcoma of the bone. Onset 
in early life and early metastases are points suggestive 
of Ewing's sarcoma. Lamellated periosteal shadows are 
sometimes present but not characteristic. 

Reticulum cell sarcoma produces local changes similar 
to Ewing’s sarcoma but occurs in a somewhat older 
age group, runs a slower course and is much more 
favorably controlled by surgical procedures. 

Angiosarcoma infiltrates and destroys bone, producing 
roentgen ray shadows of reduced density. It metasta- 


Fig. 21 (case 6).—Reticulum cell sarcoma, magnification X 940. 


sizes early and runs a rapidly fatal course, but a biopsy 
is necessary to make the diagnosis. 

Multiple myeloma is usually first suspected from mul- 
tiple punched out areas of reduced density observed 
in roentgenograms which were made because of pains 
in the bones in the absence of tumor. They simulate 
the picture of osteolytic metastases produced by carci- 
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noma, especially from the breast. The diagnosis is 
usually confirmed by the observation of Bence-Jones 
albumosuria and hypoproteinemia, which are seldom 
present in solitary myeloma. 

In the final analysis there are some cases in which 
the diagnosis remains uncertain and others in which 
one must be con- 
tented with the 
diagnosis of cancer 
without knowledge 
of the exact variety. 

Treatinent.—The 
treatment of a sar- 
coma of “he bone, 
in the absence of 
demons.rable me- 
tastases, should be 
by wide :esection or 
excision o: the in- 
volved Lone, if it is 
located in the trunk 
or head and lends 
itself to such an op- 
eration. If located 
in an extremity the 
treatment’ should 
usually be by ampu- 
tation at a level well 
above the upper 
limits of the tumor. 
If the sarcoma of 
a long bone is lo- 
cated in the lower one third, amputation should be 
either through or above the upper one third; and if in 
the upper one third the amputation should be above 
the proximal joint or sometimes through it, as in case 
of the hip. Excision of the regional axillary or inguinal 
lymph nodes is an additional safeguard, not extensively 
practiced at present. Supplementary radiation therapy, 
both local and regional, is more frequently used. 

The average mortality for all varieties of sarcoma 
of the bone that have been treated along these lines 
is high. Metastases frequent! develop and local recur- 
rence is not rare. Long term statistics of a large series 
of well studied cases are sadly lacking, but less complete 
information indicates that the five year survivals are 
under 15 per cent and that a fair percentage of these 
are permanently cured. The mortality for angiosar- 
coma, osteogenic sarcoma and [Ewing's sarcoma is nota- 
bly high, while that of chondrosarcoma and reticulum 
sarcoma is definitely less so. 

Irradiation is the treatment of choice in case of sar- 
coma of the bone which is so located that surgical 
treatment cannot be employed or which has produced 
demonstrable distant metastases. Ewing’s sarcoma, 
lymphosarcoma, reticulum cell sarcoma and metastatic 
cancer usually respond favorably to treatment but sooner 
or later recur and become radioresistant. Embryonal 
chondrosarcoma also responds favorably and may be held 
in check for prolonged periods. Osteogenic sarcoma 
responds extremely poorly, and it is rare to see a case 
in which prolonged palliation is obtained. 

A selected group of sarcomas of the long bones of the 
lower grades of cancer and relatively small size may 
be treated by extensive resection of the involved bone 
and adjacent soft tissues and repair of the skeletal defect 
by massive transplantation of bone. Experience has 
shown, as in the 3 cases shown in figures 1 to 4,6 to 8 


g. 22.— Humeral and lesions 
(Ay in multiple plasma cell myeloma. 
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and 14 to 17, that a useful extremity may thereby be 
preserved. The incidence of local recurrence is only 
slightly to moderately increased over tha. which follows 
amputation, and the incidence of distant metastases is 
only increased to the extent that they may spread from 
a possible local recurrence. From my limited experience 
the most favorable types for such treatment are chondro- 
sarcoma, giant cell sarcoma and reticulum cell sarcoma 
(1 patient who had reticulum cell sarcoma remains well 
seven and one-third years after resection of 17 cm. of 
the shaft of the femur, with subsequent reconstruction 
by transplantations of bone). Bloou transfusion, tourni- 
quet hemostasis and antibiotics have rendered these, as 
well as other extensive operative procedures more 
feasible. One of the most important future advances in 
the surgical treatment of sarcoma of the bone should 
come from the judicious employment and expansion of 
local resection. 
CANCER OF THE JOINT 

Primary cancers of the joint are raie, there being 
fewer than 150 cases in the literature. They have been 
variously designated as syncvioma, synovial sarcoma 
and cancerous synovial tumor. Giant cell and xanthoma- 
tous tumors of joints almost never undergo malignant 
change. 

Synovial sarcomas occur especially in young adults 
and seldom after the age of 40 years. Haagensen and 
Stout '® found that there are 3 men affected to every 
2 women. A relatively large number of cases were 
encountered among the Armed Forces during the late 
war, as reportea by Bennett.’? The region of the knee 
is the seat of the tumor in nearly half the cases, the 
ankle, hip, tarsus and elbow being the other frequent 
locations. 

The lesion begins in or about some portion of the 
synovial tissue as a painful swelling and may pro- 
gress slowly over a period of years before either the 
presence of a tumor or the severity of the pain causes 
the patient to seek medical aid. The swelling is either 
confined to the region of the joint or extends distally 
or proximally in the adjacent soft tissues. Occasionally 
it invades and erodes the bone. Because of the pain, 
operative intervention is frequently performed while the 
tumor is small. It is found to be grayish or bluish 


Fig. 23.—Plasma cell tumor in multiple myeloma (same case as 
22). 


and may adhere to surrounding tendons, muscles or 
bone. Microscopically it consists of a variety of cells 
which are variously arranged. This is because the 
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synovial lining originates from the same mesenchymal 
tissue which produces the capsule and articular carti- 
lage. Most of the cells are spindle shaped and arranged 
in sheets. Epithelial-like cells frequently form alveoli 
in a stroma of spindle cells. Synovial membrane pat- 
terns, bone and cartilage are sometimes present. Mytotic 
figures are inconspicuous except in the late stages. 

After local excision the tumor frequently recurs, 
progresses rapidly and gives rise to metastases. Roent- 
genograms of the joint seldom reveal changes of bone 
or joint, but bone formed in the tumor may cause 
blotchy, dense shadows. The performance of biopsy is 
of great importance in the establishment of the diag- 
nosis. Despite the slow course of the disease, the 
prognosis is extremely unfavorable. Of 104 patients 
whose cases were reviewed by Haagensen and Stout, 
only 3 were alive and free from metastases five years 
after the start of treatment. 

Very wide excision is the treatment of choice when 
the disease is recognizea in the early stage. This may 
involve sacrifice of tendon, muscle, capsule and even 
bone with ankylosis of the joint. Amputation is the 
treatment in the later stages. 


Clinical Notes, Suggestions and 
New Instruments 


MEDIASTINITIS DUE TO INGESTION OF GLASS 


JOHN D. STEELE, M.D. 
Milwaukee 


Considering that the glass industry produced over seven 
billion glass food containers during the year 1946,' it is sur- 
prising that accidents due to the ingestion of pieces of glass 
broken off these containers have rarely been reported. 

I am reporting the cases of 2 small children, in each of 
whom mediastinitis developed after ingestion of glass chipped 
off baby food containers. These accidents occurred within a 
three week period. In both instances it is probable that the 
breakage of the containers was due to the improper exertion 
of force at one particular point in prying the covers off the 
vacuum-packed glass containers. However, it is probably not 
generally realized by the consumer that such force should be 
exerted at more than one point about the rim of the container 
and that directions for opening such containers, even though 
printed in extremely smal! type, could well be followed if 
similar accidents are to be avoided. Careful inspection by 
mothers of the rims of such containers after open-*g should 
be a routine procedure. 

The importance of the early recognition of the complications 
of such accidents by physicians is obvious. Particular attention 
should be paid to the discovery of residual defects in baby food 
containers in cases in which the ingestion of a foreign body 
is suspected. 

REPORT OF CASES 

Case 1.—History—D. D., aged 18 months, was admitted 
to Milwaukee Children’s Hospital on Dec. 21, 1946, at 5 p. m., 
with the following history: On the previous day, at 4: 30 p. m., 
the child’s mother had pried the metal lid off a glass container 
of baby food, using the back of a knife. After eating the 
contents of the jar, the child cried and gagged, and blood was 
noticed coming from the mouth. At 9 p. m. on the same day, 
it was noted that the child had a fever. It was then discovered 
that a piece of glass had been chipped off the rim of the glass 
container which had contained the baby food. 


From the Milwaukee Children’s Hospital. 
. Personal communication from Glass Container Manufacturers’ Insti- 
mu, Inc., Feb. 18, 1947, based on Department of Commerce statistics. 
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Physical Examination—The child appeared toxic. He evi- 
dently had pain when attempts were made to move his head. 
Temperature was 102.4 'F. 

Roentgenologic Examination—Lateral and oblique views of 
the neck revealed a radio-opaque foreign body in the region 
of the esophageal orifice. The retroesophageal space in the neck 
and mediastinum was definitely widened and contained gas. 

Hospital Course—One and one-half hours after admission, 
anesthesia was induced with ether and the pharynx and esoph- 
agus were explored with a direct laryngoscope nd an esophago- 
scope. No foreign body was found. A shallow laceration was 
noted in the right anterior tonsillar pillar and a deeper lacera- 
tion in the left pyriform fossa. It was concluded that the 


foreign body had perforated through the latter. A cervical 
mediastinotomy was then performed on the left. Definite, thin 
pus was encountered posterior to the esophagus. A Penrose 


sheath was inserted into the mediastinum for drainage. A 
cursory search of the retroesophageal space failed to reveal 
the foreign body. Pecause of the relatively poor condition of» 
the child, an extensive search was not made at this time. 

Subsequent culture of the pus revealed hemolytic staphylo- 
cocci, nonhemolytic streptococci and a long aerobic gram-nega- 
tive bacillus. 

The child’s postoperative course was stormy, being compli- 
cated by a thrombophlebitis of the left leg which followed 
the administration of intravenous fluids. Since the child was 
able to swallow fluids only with difficulty, feedings were admin- 
istered by gavage until the sixth pcstoperative day, when formula 
appeared on the dressings on the neck. Fluids were then 
administered intravenously, and later there was oral administra- 
tion of a mixture of “amigen” and glucose. Temperature 
returned to normal on the fourteenth postoperative day. 

The patient received 400,000 units of penicillin, intramuscu- 
larly, per day from the day of admission until the eleventh 
postoperative day and 0.5 Gm. of streptomycin, intramuscularly, 
per day from the sixth to the eleventh postoperative day. 

Roentgenologic examination of the tissues of the neck on 
December 30 revealed the foreign bedy posterior to the larynx 
at the level of the fourth cervical vertebra. On Jan. 3, 1947, 
the thirteenth postoperative day, under fluoroscopic control, a 
forceps was inserted through the wound in ..e neck and the 
foreign body grasped and withdrawn from the retroesophageal 
space. The foreign body proved to be a piece of glass having 
extremely sharp ends and edges, measuring 18 mm. in length 
and 6 mm. in width. This fragment exactly fitted the defect 
in the baby food container (see figure). 

The patency of the fistula from the pharynx to the retro- 
esophageal space was followec by the administration of dye 
by mouth and its appearance on the dressings. Since no dye 
appeared on the eighteenth postoper.itive day, normal feedings 
were resumed. The child was discharged from the hospital 
on January 11, the twenty-first postoperative day, at which 
time the wound in the neck was nearly healed. Two days after 
discharge, after ice cream had been caten, a small amount 
of white fluid was noted to come from the wourd in the neck. 
Drainage was noted after liquid feedings for the next week, 
after which the wound healed solidly. 


Case 2.—History.—R. R., aged 15 months, was admitted to 
Milwaukee Children’s Hospital on Jan. 11, 1947, at 9:30 p. m., 
with the following history: Two days before, at noon, the 
child’s mother had pried the metal lid off a ziass container of 
baby food, using a “hook” type of opener. After eating part 
of the food, the child cried ane blood was noticed coming from 
the mouth. Soon afterward the mother noticed that a piece of 
glass had been chipped off the rim of the glass container. The 
defect measured 15 mm. in length and 6 mm. in width and 
was exactly the same shape as the defect in the container in 
the case of D. D. The following day the chiid had a tempera- 
ture of 102 F. 

Physical Examination.—The child appeared toxic. Respira- 
tions were labored. Mucopurulent secretions were present in 
the nose and pharynx. Temperature was 103.6 F. 

Roentgenologic Examination—Anteroposterior and_ lateral 
views of the neck and thorax revealed a decided widening oi 
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the retrotracheal and upper mediastinal spaces. The retro- 
tracheal space (in the lateral view) measured 3.4 cm. instead 
of the normal of about 1 cm. This space contained a consider- 
able amount of gas. There was no definite evidence of a foreign 
body. 

Hospital Course ——Three tours after admissio.., anesthesia was 
induced with ether. The pharynx was then explored with a 
direct laryngoscope, and a definite laceration was noted in the 
posterior pharyngeal wall about 2 cm. below the uvula. No 
further endoscopy was performed at this time because of the 
child’s respiratory difficulty, which was of an obstructive type. 
Just as an incision was to be :1ace for a cervical medias- 
tinotomy, the child’s respirations stopped. A 4 mm. bronchoscope 
was immediately introduced into the trachea, the lumen of which 
was found to be greatly compressed, the lower portion being 
narrowed to a slit, the greatest width of which was not over 
3 mm. As soon as the bronchoscope was passed through this 
slit, definite respiratory exchai ge was noted on manual com- 
pression of the thorax. Normal respirations were soon resumed. 
With the bronchoscope in the trachea, a cervical mediastinotomy 
was then performed on the left by Dr. Paul Hausmann. When 
the retroesophageal space was entered, a large amount of foul 
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Drawing of glass baby food container showing piece of glass chipped 
off rim of container at time of opening. Glass chip ingested by child 
(case 1) and subsequently removed from retroesophageal space. 


pus escaped under pressure. A large Penrose sheath was 
inserted well down into the mediastinum for drainage. On 
release of the pus from the mediastinum, the lumen of the 
trachea was observed to return to normal, the bronchoscope 
then being withdrawn. 


Subsequent culture of the pus revealed staphylococci, strepto- 
cocci, Hemophilus influenzae and a long aeiobic gram-negative 
bacillus. 


The child's postoperative course was satisfactory, the tem- 
perature returning to normil on the seventh pos.operative day. 

The patient received 600,000 units of penicillin, intramuscu- 
larly, per day from the day of admission to the sixth postoper- 
ative day and 0.5 Gm. of streptomycin, intramuscularly, per 
day from the third to the sixth postoperative day. 


Roentgenologic examination of the tissues of the neck, medi- 
astinum and abdomen on Jaruary 7 failed to revea! any evidence 
of an opaque foreign body. It was concluded, therefore, that 
the piece of glass had passed through the gastrointestinal tract 
after perforating the pharyngeal wall. 

Healing of the wound in the neck was satisfactory and at 
no time was leakage of food observed on the dressings. The 
child was discharged from the hospital on January 31, the 
nineteenth postoperative day. 
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SUMMARY 
Two cases of mediastinitis in children are reported. Both 
followed the ingestion of baby food from containers from which 
glass had been chipped when the containers were opened. One 
case was proved to be due to the ingestion of the glass fragment, 
while the other was presumably due to the same type of 
fragment. 


Council on Physical Medicine 


The Council on Physical Medicine has authorized publication 
of the following report, Howarp A. Carter, Secretary. 


THE CONTINENTALAIR ICELESS OXYGEN 
TENT WITH AUTOMATIC TEMPERA- 
TURE CONTROL ACCEPTABLE 

Manufacturer: Continental Hospital Service, Inc., 
Detroit Avenue, Cleveland 7. 

The Continentalair Iceless Oxygen Tent with Automatic 
Temperature Control is designed to provide an oxygen-enriched 
atmosphere for therapeutic purposes. When plugged into an 
electric outlet and equipped with a tank of compressed oxygen, 
it delivers a cooled and filtered gaseous mixture into the tent. 
The mixture may consist of oxygen from the tank plus recircu- 
lated air from the tent; the mixture is moved by a fan driven by 
a motor. There is also a compressor motor which accomplishes 
the refrigeration. . The refrigerant is dichlorodifluoromethane 
(“freon”). 

The apparatus was examined in a clinic acceptable to the 
Council on Physical Medicine. 

Hoods.—The material used to make the hoods is left to the 
discretion of the purchaser. , About 80 per cent of hospitals 
today use transparent chlorinated rubber film made to fit the 
tent; this material may be disposed of economically. Another 
type of hood is made of fabric with plastic windows. These 
materials are fire resistant but in the presence of oxygen are 
highly inflammable. The hoods display a “no smoking” sign. 

Operation.—(a) Circulation of Air: The blower is apparently 
satisfactory. There is no demonstrable tendency for stagnation 
of areas of the tent’s atmosphere, yet no air currents are per- 
ceptible to the patient. 

(b) Cooling: The refrigeration unit is efficient and extremely 
convenient. It is the outstanding feature of this apparatus. The 
temperature can be reduced easily to suit the comfort of the 
patient. In a room temperature of 92 F. and with the tent 
exposed to direct sunlight, the temperature in the tent was 
reduced to 72 F. in thirty minutes. The temperature in the 
tent does not correspond to the dial setting (in this instance, 
60 F.) under such circumstances, but under more favorable con- 
ditions the temperature in the tent is usually within 2 to 5 
degrees of the dial setting. 

(c) Oxygen Concentrations: The oxygen concentrations were 
found to be comparable to those of other oxygen therapy tents. 
The concentrations vary widely, chiefly as the result of air con- 
tamination through leaks. Only ordinary precautions were taken 
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* to prevent such leaks during these investigations. Oxygen flows 


of 5 to 8 liters per minute produced oxygen concentrations of 
30 to 40 per cent; with an oxygen flow of 15 liters per minute, 
the maximum concentration observed was 57 per cent. 

(d) Carbon Dioxide: No significant accumulation of carbon 
dioxide within the tent was detected, even when a flow of oxygen 
Was not introduced. Run as an “allergy chamber” without add- 
ing oxygen, carbon dioxide did not accumulate above 0.5 per 
cent and in one test was 0.2 per cent at the end of an hour. 
In such circumstances concentrations of oxygen varied between 
19.3 and 19.6 per cent. 

The atmosphere containing oxygen circulates through a sealed 
chamber, and danger of combustion from sparking of the elec- 
trical apparatus should be minimal. 

The Council on Physical Medicine voted to include the Con- 
tinentalair Iceless Oxygen Tent with Automatic Temperature 
Control in its list of accepted devices. 
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SATURDAY, FEBRUARY 21, 1948 


SLUDGED BLOOD 

In a report representing sixteen years’ direct study 
of the circulating blood, Knisely and associates ' tell of 
observations on organs of experimental animals and on 
the bulbar conjunctivas of healthy and diseased human 
subjects. Studies of living organs were made in frogs, 
mice, rabbits, dogs, monkeys and other laboratory ani- 
mals. Parts of organs were transilluminated by light- 
conducting fused quartz rods and were studied under 
the microscope with a magnification of sixteen to six 
hundred times. Structure, dimensions and behavior 
of blood and blood vessels were observed. Studies in 
human subjects were made on unanesthetized bulbar 
conjunctivas with binocular dissecting microscopes, 
using oblique illumination of universal slit lamps or 
ophthalmoscope light. 

In healthy animals and human beings Knisely and 
his co-workers concluded that circulating red blood 
cells are not agglutinated but tend to repel each other 
slightly. Rouleau formation does not take place in 
carefully handled tissues. The normal red blood cells 
were not coated with any visible protein precipitate. 
Neither red nor white cells were observed clinging to 
the walls of small vessels. Inner surfaces of small 
vessels were smooth and clean. The flow of unaggluti- 
nated blood was streamlined, and the cells were 
arranged in concentric laminas. Pictures of normal 
blood flow were recorded cinematographically. From 
animal studies the authors concluded that the rate of 
flow of blood through each tissue of the body sets the 
maximum rate at which cells of that tissue can receive 
oxygen and other blood-borne materials. The small 
normal vessels of most tissues and organs were not 
observed to leak any appreciable amounts of fluid. The 
blood flowed so rapidly in most arterioles and venules 
ranging from 60 to 120 microns in diameter that the 
individual red cells could not be seen. The authors 
considered this a crude but accurate and useful criterion 
for adequate rates of flow through tissues and capil- 


1. Knisely, M. H.; Bloch, E. H-; Eliot, T. S., and Warner, Louise: 
Sludged Blood, Science 106: 431-440 (Nov. 7) 1947, 
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laries. “If the rates of flow of oxygen-saturated 
arterial blood are fast enough so that individual 
unagglutinated blood cells cannot be seen in vessels of 
this size in normal animals and man, high magnifi- 
cations show that no hemoconcentration is taking place 
in capillaries (i. e., no blood fluid is being lost through 
the walls of the tissue capillaries).” In their observa- 
tions of vessels the authors found that almost every 
arteriole-to-capillary or sinusoid-to-venule pathway can 
contract tightly throughout its length, making the inner 
diameter zero and thus forcibly preventing the entrance 
of bleod. Most capillaries can dilate without losing 
tonus but not much more than two or two and one-half 
times the diameter of the animal’s own red blood cells. 

In the livers of frogs and rhesus monkeys the normal 
naked red blood cells slide and bump along the surfaces 
of the highly phagocytic cells which line the hepatic 
sinusoids but “no normal red cells have ever been 
observed to be ingested.” 

Having made the foregoing observations in normal 
animals and persons, the authors then turned to the 
examination of conjunctivas of 600 human patients in 
whom practicing physicians had diagnosed a_ wide 
variety of pathologic conditions. In large numbers of 
patients the diagnoses included many of the common 
acute and chronic inflammatory diseases of body organs 
such as the lungs, heart, gastrointestinal tract, thyroid 
and blood, Patients with tuberculosis, leukemia, hyper- 
tension, malaria and many of the infectious diseases 
such as measles, whooping cough, typhus, tularemia, 
spirochetal jaundice (Weil’s disease), smallpox and 
typhoid were also seen. Several patients with traumatic 
injuries were included. In a large number of patients 
the authors found many arterioles both temporarily and 
permanently plugged with masses of sludge, represented 
by agglutinated masses of red blood cells (not rouleaux ). 
Other observers (Odell, Aragon and Pottinger) exam- 
ined the circulating blood of 31 women with normal, 
uncomplicated pregnancies and found sludged blood in 
12. Of 23 women with various pathologic compli- 
cations of pregnancy, 22 showed sludged blood. 

Not only were agglutinated clumps of red blood cells 
found in all severely sick persons, but all types of 
pathologic tissues were seen. Both red and white 
blood cells were observed sticking to the linings of 
small vessels. Circulating masses of agglutinated white 
and red cells were seen to enter and plug small 
arterioles, which subsequently dilated, bulged, saccu- 


lated and leaked fluid into surrounding tissues. 


Patients in whom the sludging of blood was advanced 
manifested evident slowing of the circulation, as judged 
by circulation through the arterioles observed. This 
occurred in several instances in spite of hypertension. 
Every severely ill person who was observed had intra- 
vascular agglutinated blood and_ visible pathologic 
change of the vessel walls. 
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In attempting to determine how sludged blood 
damages the body the authors concluded that: (1) the 
resistance of sludged blood to its own passage through 
the bottlenecks of the circulatory system forcibly 
reduces rates of flow through all the open vessels of 
the body; (2) agglutinated red cells are ingested and 
destroyed in the phagocytic cells of the liver and 
spleen; (3) there is a stalling and sedimenting of the 
masses of blood cells out of the plasma during life, 
and (4) various degrees of reduction of circulating 
blood volume caused by factors (1) and (2) initiate 
intermittent, prolonged shutting off of the arterioles of 
selected tissues and organs. 

The authors expressed the belief that their obser- 
vations have clarified many fundamental ideas about 
disease and have made simpler the solution of certain 
groups of currently perplexing problems. If it can now 
be learned how to keep blood fluid and unagglutinated 
and vessel walls intact with adequate blood volume 
present, many effects of other pathologic mechanisms 
can be more clearly determined, unobscured by disease 
effects resulting from the sludging mechanism. 

As a result of publication of this report, many prac- 
ticing physicians have suggested use of heparin or 
“dicumarol” to prevent the sludging of blood in patients 
met in their daily practices. Until these observations 
have been extensively checked by other investigators, 
introduction of new methods of treatment to combat 
sludging of blood should be highly experimental. 


THE CONTRIBUTION OF A MEDICAL 
SCHOOL TO THE HEALTH PRO- 
GRAM OF A COMMUNITY 

A medical school can make important contributions 
to the health program of the community in which it 
is located. The booklet “Bringing Modern Medicine 
to the People,’ ' outlines the long range program devel- 
oped by the Long Island College of Medicine for serving 
better the nearly five million persons who live in Brook- 
lyn and Long Island. 

Medical schools are no longer merely centers for 
undergraduate instruction more or less isolated from 
their communities. American medical schools are 
making increasing contact with all phases of medical 
care. The community looks to its medical schools for 
leadership in formulating and directing better forms 
of medical service. Medical schools are accepting this 
challenge and, within the capacity of their resources, 
are seeking to place their personnel and facilities at 
the service of the people of the area in which they 
are located. In the plan advanced by the Long Island 
College of Medicine, special emphasis is placed on the 
promotion of community health through coordination 


1. Bringing Modern Medicine to the People: the Long Island College 
of Medicine Medical Center Development Fund and Commurity Health 
l’roject, Brooklyn, the Long Island College of Medicine, 1947. 
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of the medical school’s program with the activities of 
the other health resources in the Brooklyn-Long Island 
region. At the hub of the network of facilities for 
medical education, research and medical care and the 
community health program planned by the medical 
school will be the Long Island College of Medicine- 
Brooklyn Medical Center, comprising the projected new 
medical school plant, a university hospital and health 
center and the adjacent city hospitals and related labora- 
tory units. 

Today the medical school is an acceptable agency for 
integration of the medical and health resources in a 
communitywide cooperative program for the better 
health of more persons. In achieving this objective the 
medical schools of this country will require greatly 
increased financial support. The Long Island College 
of Medicine has estimated that it must secure $7,000,000 
by 1950 and an additional $9,009,000 by 1960 to carry 
out its program. In terms of the benefits that will 
accrue to the community the amounts are small. The 


‘program contemplated, especially when integrated with 


voluntary prepaid insurance plans, will go much further 
in providing adequate medical care of high quality 
than will any alternative scheme thus far proposed, and 
at much less cost. 


THE NEED FOR PLASMA SUBSTITUTES 

Since adequate amounts of pooled human plasma 
were readily available for the treatment of traumatic 
shock during World War II, research in the develop- 
ment of suitable substitutes was not extensive. Plasma 
was employed on a large scale; at first hazards were 
not anticipated with its parenteral administration in 
contrast to those associated with the various substitutes, 
such as acacia, pectin, polyvinyl alcohol, methyl cellu- 
lose, gelatin and cattle plasma. However, the mount- 
ing evidence that infectious hepatitis is transmitted not 
infrequently by pooled plasma definitely contraindicates 
any indiscriminate therapeutic use of this agent. The 
relatively high cost of human plasma, moreover, is a 
deterrent when large amounts are required for diuretic 
purposes in the treatment of nephrosis. 

Colloidal plasma substitutes have retained a limited 
position in the medical armamentarium despite the 
objectionable properties which they display, especially 
when injected repeatedly in large amounts.' The recent 
report of Mannix * on a fatal case of nephrosis compli- 
cated by~ arabinosis, which was produced by the 
repeated administration of large amounts of acacia, 
presents a striking illustration of the dangers connected 
with the use of such agents. Subsequent to initial 
satisfactory diuretic responses to acacia, hypersensi- 
tivity; loss of erythrocytes, hemoglobin and plasma 


1. Hueper, W. C.: 
Arch. Path. 23: a 
2. Mannix, E. r.: Arabinosis: An Exogenous Macromolecular 
Storage Disease, sveahaee Hosp. J. 5: 200 (Oct.) 1947. 
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proteins; acceleration of erythrocytic sedimentation ; 
absence of a diuretic reaction; evidence of hepatic 
injury, and hepatomegaly appeared. These symptoms, 
resulting from the progressive storage and retention of 
gum acacia in the tissues. These symptoms, reflected 
in part impaired function of internal organs. At autopsy 
the liver, spleen and kidney were three to five times 
normal weight and showed large amounts of acacia in 
swollen reticuloendothelial cells and histiocytes, which 
were transformed thereby into foam cells. Similar cells 
were present in the marrow, lymph nodes, thymus and 
adrenals, and in atheromatous patches of the aorta, In 
this case the retention of acacia quite certainly con- 
tributed to the fatal outcome. 

The contrasting results reported by other investi- 
gators in different patients of similar ages, who received 
acacia in comparable amounts, may be attributable in 
part to the possible absence of toxic impurities in the 
preparations that they used. In part the differences 
may result from variations in the molecular size of the 
acacia, which is apt to vary with the source and treat- 
ment of the gum. 

The case is a vivid illustration of the need for an 
effective, stable, cheap and readily available substitute 
for human plasma free from the objectionable features 


of both pooled human plasma and _ substitutes now 
in use. 


Current Comment 


A NEW LOW IN PROMOTION 
TESTOSTERONE 
Writers of promotional material constantly seek new 
and novel means to extend the sales of the products 
they extol. A new low seems to have beén reached in 
the promotion of a brand of testosterone. A brochure 
entitled “Male Sex Hormone Therapy in the Male and 
Female” lifts a partial quotation from an_ article 
by Thompson,’ “failure to show improvement means 
that the symptoms complained of are not the result of 
the male climacteric,’ to suggest that testosterone be 
administered as a means of diagnosis. If the patient 
improves following male hormone therapy, he is in the 
midst of his climacteric—the testosterone goes in and 
the diagnosis comes out—either he has it, or he hasn’t. 
The fallacy should be obvious. Too often uncritical 
readers swallow such post hoc ergo propter hoc reason- 
ing without appreciating its absurdity. Vague symp- 
toms of anxiety, tiredness and inertia respond often 
to the administration of a placebo or even to simple 
suggestion. If an injection of distilled water results in 
temporary alleviation of such symptoms, shall we con- 
clude that lack of water caused them? Evidently our 
medical schools must put more stress on_ scientific 
judgment and evaluation of evidence. 


OF 
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STILLBIRTHS 


In 1934 the number of stillbirths in the United 
States was 78,503; the number of stillbirths at pres- 
ent * is about 65,500 a year. It appears that the chances 
of being born alive are best for the second child and 
decrease progressively for each successive child. The 
stillbirth ratio among second children in this country, 
exclusive of Massachusetts, for the period 1940 to 1944 
was 18.5 per thousand live births, while the ratio for the 
first born was 24.4, or about one third greater. Births 
of the seventh order were twice as likely to be stillborn 
as were those of the second order, while for the tenth 
and later born the ratio was three times as great. 
A second and more important factor in stillbirths, the 
Statistical Bulletin of the Metropolitan Life Insurance 
Company says, is tue age of the mother. The tendency 
of the stillbirth ratio is to rise with the increasing age 
of the mother. A child is more likely to be born alive 
when the mother is in the age group 20 to 24 years. 
The ratio at ages 30 to 34 is more than 50 per cent 
greater, more than twice as great at ages 35 to 39, three 
times as great at ages 40 to 44 and at least four times as 
great at 45 and over. The stillbirth ratio is relatively 
high also among mothers who bear a large number of 
children in rapid succession. Mothers under 20 years 
of age who bear their fourth child show a considerably 
higher stillbirth ratio than do mothers in every other age 
group up to 40 years; the same is true for women who 
bear their sixth child as early as 20 to 24 years. While 
the reduction already achieved in the number of still- 
births is a source of satisfaction, much remains to be 
accomplished in this field of conserving life. The 
hazard of stillbirth could be further reduced if more 
mothers received medical care early in their pregnancy ; 
this is particularly important for pregnant women at 
both extremes of the childbearing period. 


CASEIN AND LACTALBUMIN 


Osborne and Mendel in their extensive investigations 
of proteins and amino acids observed that lactalbumin 
is superior to casein in nutritive value. This con- 
clusion was reached following careful quantitative feed- 
ing experiments with albino rats.'’ The increasing use 
of protein hydrolysates in parenteral feeding in medi- 
cine makes important a comparison between these 
widely used proteins in human nutrition, as casein will 
probably always be more readily available than lactal- 
bumin. Mueller and Cox * have compared the influence 
of these two proteins on the nitrogen balance in human 
subjects under experimental conditions which permitted 
the calculation of biologic values as well. They con- 
cluded that there is little, if any, difference between the 
nutritive values of casein and lactalbumin under the 
conditions of their study. 


1. Williams, P. F.: The Stillbirth Problem, Am. J. Obst. & Gynec. 
34: 940-955 (Dec.) 1937. 

2. The Chances of Being Born Alive, Statist. Bull. Metrop. Life Insur. 
Co, 28:4 (Nov.) 1947. 

1. Osborne, T. B., and Mendel, L. B.: J. Biol. Chem. 20: 351, 1915. 

2. Mueller, A. J., and Cox, W. M., Jr.: J. Nutrition 34: 285, 1947. 
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THE SAN FRANCISCO MUNICIPAL EMPLOYEES’ HEALTH SERVICE SYSTEM 


INTRODUCTION 
Warp, M.D. 
President, San Francisco County Medical Society 


ROBERTSON 


In view of the existing controversy between the proponents 
and opponents of compulsory health insurance, I believe that 
a historical review of the situation in San Francisco would be 
of interest to the readers of THE JOURNAL OF THE AMERICAN 
MepicaL ASSOCIATION. 

In my opinion this situation is of more than local interest; 
in fact, it is fundamental to American medicine. 

Like most compulsory systems, the San Francisco Municipal 
Employees’ Health Service System started out by promising 
too much for too littlke—in an attempt to stifle opposition to its 
compulsory payroll deduction features. Ana like most systems 
of socialized medicine, when financial difficulties developed it first 
siphoned off funds needed for medical services to help defray 
the costs of bureaucratic overhead. When that failed to balance 
the books, the system increased its rates to insured members— 
and then took the final step, characteristic of all experiments in 
socialized medicine, by demanding that physicians lower the 
quality of medical and hospital care provided their patients. 

The San Francisco Municipal Employees’ Health Service 
System has provided a perfect example of socialized medicine 
for a ten year period—bureaucratic interference with doctors and 
their patients, dictating to physicians how they shall treat their 
patients, attempting to foist second class medicine on doctors 
and patients, domination of laymen in the management—and all 
the other evils with which medicine is threatened nationally, and 
which actually happened here in San Francisco! 


ADDRESS 
Antuony B. Diepensrock, M.D. 
Retiring President, San Francisco County Medical Society 


The fundamental and the fatal deficiency in the set-up of the 
San Francisco Municipal Employees’ Health Service System, 
and the one which physicians have finaliy been compelled to 
reject unequivocally, is that it is a compulsory system, which 
city employees are forced to join as a condition of their employ- 
ment. 

Its operation as a laboratory experiment in socialized medicine 
has confirmed that when compulsion is employed to bring physi- 
cian and patient together, the quality of medicine deteriorates 
and patient and doctor alike become pawns in the hands of 
bureaucrats. 

It confirms, too, that government-dominated medicine is bad 
medicine. In the case of the health service system, however, 
members of the medical profession do not rest their opposition 
to its continuation as a compulsory system on abstract or ideo- 
logic theories. Certainly, opposition to socialization of the medi- 
cal profession is included among the most important objections, 
but in the case of the health service system a realistic appraisal 
of its function proves that city employees can only expect treat- 
ment as second class patients and that they will continue to be 
deprived of medical and surgical services for which they are 
paying, but which the system denies them. 

How, it may be asked, did this health service incubus fasten 
itself on the medical profession and the city of San Francisco? 
Let me review its history. The San Francisco Health Service 
System, the only compulsory system of health insurance for 
municipal employees in the United States, came into being as 
the result of a charter amendment passed by the electorate on 


March 9, 1937 by a vote of 76,749 to 56,615. Physicians had 
grave misgivings about the experiment then, but they decided to 
go along with the plan in view of the people’s endorsement of 
the charter amendment. Soon the misgivings held by members 
of the medical profession about the plan received confirmation 
from actions taken by the system’s board of directors, and in 
1939 the medical society voiced its public criticism of the opera- 
tions of*the health service. 

The society called attention to the fact that the medical 
director of the system was arbitrarily refusing patients certain 
services to which they were obviously entitled. Permission for 
hospitalization for necessary surgical or medical treatment was 
extremely difficult to obtain even in some cases of acute illness. 
Fee schedules for operations were disregarded, even though the 
doctor was then receiving only 50 cents on the dollar for his 
services. 

The physicians, in truth, carried the system along by their 
willingness to accept whatever was available to reimburse them 
for their services in the month to month operations of the health 
service. It is only fair to point out here that fee schedules are 
not and never have been the source of the medical profession’s 
objection to the system’s procedures but that in all cases, from 
the very beginning of its operation, the forgotten man or woman 
—the patient—has been and continues to be the doctor’s chief 
concern with the functions of the health service. 

Suffice to say on the subject of fee schedules that an actuarial 
study of the system, completed early in 1942 by an indepen- 
dent analyst, Mr. Ralph R. Nelson, revealed that if agreed fee 
schedules had been paid to physicians since the start of the 
system, an additional $400,000 would have been received by 
the professional staff members. It cannot be denied that this 
$400,000 contribution by the members of the medical profession 
was the only thing that kept the system afloat. 

The preoccupation of San Francisco physicians during the war 
forced them to overlook the interference of the medical director 
and the board of directors of the system in the treatment of 
patients and the undermining of professional ethics incidental to 
the practice of medicine under a compulsory system. 

But the kettle continued to simmer until May of this year, 
when the lid blew off. The system's board, through its medical 
director, sent to those who were members of the professional 
staff a letter advising them to conform to certain procedures, 
conformity with which would place physicians in the position of 
betraying their oath and endangering not only the health but 
the very lives of their patients. 

That letter, written by the medical director, was dated May 
28, 1947. It was an astonishing document. Because the health 
service system was again in financial difficulties, physicians were 
bluntly advised to lower the quality of medical care provided 
the 17,000 city employees by limiting laboratory tests, by curtail- 
ing roentgenologic examinations and by disregarding normal 
diagnostic procedures. 

These instructions from the medical director and the board, 
as I have stated, were based on the premise that they were 
necessary because the system was losing money, even though 
it had only a short time before increased its rates to its employed 
members by 21.5 per cent and dropped the unit value paid to 
doctors by 20 per cent. 

Only by economizing at the expense of their patients, physi- 
cians were flatly told, could they expect to have their fees 
returned to the former level or escape future reductions. 

In effect the letter not only confessed that the system was 
actuarially unsound and could not keep its commitments to the 
17,000 persons contributing to it, but it stated almost in so many 
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words that the members of the medical profession in San Fran- 
cisco would have to cheapen the quality of medical care and deny 
city employ the high standard of care which was provided for 
private patients. 

The physicians of San Francisco refused to gamble with the 
health of their patients to improve their own fee schedule and 
they will continue to reject that gamble, just as they are refus- 
ing and will continue to refuse to be parties to the continuation 
of a political experiment in cheap assembly line medicine. 

Specifically, the system’s directive told the members of the 
medical profession to substitute “routine examinations” for diag- 
nostic procedures which any doctor who is worthy of his degree 
considers essential for the early detection of cancer, tuberculosis, 
pneumonia and other diseases. 

The directive further advised physicians to discourage patients 
with “minor ailments” from seeking medical treatment, and to 
advise these patients to use “home remedies.” 

More than this, physicians were instructed that the health 
service system would permit hospitalization, except in emergency 
cases, only with specific authorization by the medical director 
of the system. 

The hundreds of resignations which followed that directive— 
a directive that has never been recalled, amended or modified in 
any way—were submitted in protest against a type of question- 
able practice and unethical procedure which the directors of the 
health service countenanced for the sake of bolstering a medi- 
cally and actuarially bankrupt system. 

Consider this paragraph from the letter sent to San Francisco 
physicians serving the system by the medical director, with the 
consent of the board of directors: 

“People in general have more knowledge now on medical sub- 
jects, gained from magazines, public lectures and from over the 
radio; also from quack advertisements in the newspapers. Much 
of the so-called medical knowledge gained in this way has given 
them a mass of false information. It has brought about many 
unnecessary visits to the doctor to get treatment for trivial things 
—such minor ailments as could be treated, as well, by their home 
remedies as by the doctors. Such needless calls take up the 
doctor’s time and add a great expense for the System.” 

This truly amazing observation is of a pattern that would 
turn back the clock in medicine a hundred years if it became 
the medical profession’s guide in considering whether or not a 
patient deserved treatment. 

The same letter, as | have already noted, asked physicians to 
limit and restrict the use of laboratory tests, roentgenologic 
examinations and normal diagnostic procedures, to substitute 
routine examinations for scientific diagnosis and to discourage 
patients with minor ailments from seeking medical treatment and 
advise them to use home remedies! 

In effect, a patient with a sore lip presumably would be 
encouraged to go to the corner drug store, buy some salve and 
daub it on himself, rather than to consult an ethical physician 
who could determine whether the lesion was a cold sore or a 
cancer of the lip. 

I wonder whether any member of the medical profession, 
when his wife or child was ill, would want them to have that 
kind of routine examination? 

I do not want to quote unnecessarily from the health service 
medical director's letter, but the simple truth is that it confirms 
in black and white the very point that I made in the opening 
portion of my article—that state medicine, socialized medicine, 
bureaucratic medicine or medicine by any similar name or term 
is bad medicine and can only lead to the vicious consequences 
that this letter makes it plain have resulted from the ten year 
operation of the San Francisco Municipal Employee's Health 
Service System. 

To return briefly to that letter, the observation was made in 
it that the system’s medical director believed that: “between 
50 and 60 per cent” of the roentgenologic examinations he 
inspected were unnecessary. When that statement is turned 
around, apparently 40 to 50 per cent of the roentgenologic 
examinations were necessary! What type of medical practice 
would physicians have if they failed, due to false economy, to 
make proper diagnosis in 50 per cent of cases, or even in 25 per 
cent? Is that the kind of health service the city employees are 
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entitled to and to which a system of compulsion makes it neces- 
sary for them to contribute a part of their salary each month? 
Is that type of medical care defensible from any point of view? 
The physicians of San Francisco believe that it is not. No 
self respecting doctor, with pride in his profession, will be a 
party to any program to treat city employees as second class 
patients, to enable any system to survive which has proved itself 
a hopeless experiment basically, medically and actuarially. 

Now, what does the record show as to the physicians’ willing- 
ness to cooperate with the system in trying, despite the crippling 
disadvantages of compuisivn and socialization, to make the sys- 
tem work? Physicians have contributed approximately a half 
million dollars in fees to which they were entitled under the very 
moderate fee schedule set up in the system. They have pointed 
out time and again through the years the right of the patients 
to full medical and surgical, hospital and office treatment. They 
have patiently sought to induce the system’s medical director 
and board to institute procedures and practices conforming to 
the finest medical standards. But through the years the record 
will show that attempts to work with the board of the health 
service have been met by an arrogant refusal even to consider 
objections and recommendations. 

Take the record leading to the present impasse. The direc- 
tor’s letter to which I have referred was written May 28, 1947. 
On June 18 the society voiced a vigorous protest to the board, 
stating that if the health service system could not provide ade- 
quate care for its insured members it should in all fairness so 
advise the city employees—and not ask doctors to go against 
their own medical judgment when the health and possibly the 
lives of patients might depend on the decision, 

The letter concluded: “We believe that your board, rather 
than attempting to bolster an unsound system by the wholly 
impractical and medically dangerous expedients set forth in your 
letter of May 28, should frankly tell the city employees that the 
present plan has failed. 

“We believe that you should then state that you wish an 
expression of opinion from them as to whether an insurance- 
indemnity system should be established, or whether a contract 
should be entered into with one or several of the established 
voluntary systems to provide the necessary coverage.” Both 
alternatives are permitted by the City Charter. 

What was the response of the board to this communication of 
the society? The board met on June 24, 1947 and, according to 
the official minutes of that meeting, moved that the letter of the 
society be “filed without prejudice.” 

The society waited patiently for an answer for more than 
three and one-half months, despite the fact that the system’s 
board was morally as well as legally bound to reply. Section 
172.1 of the City Charter provides : 

The Health Service Board shall receive, consider and within sixty (60) 
days atter receipt, act upon any matter pertaining to the administration, 
operation or conduct of the Health Service System submitted to it in 


writing by ary member of the system or any person who has contracted 
to render medical care to the members of the system. 


Meantime, the medical society waited—not sixty days, but one 
hundred and ten days! It was never given the courtesy of a 
reply. 

During this period the smouldering resentment against the 
system was bursting into flame among the physicians. A spon- 
taneous movement to resign developed and spread like the pro- 
verbial wildfire. 

I want to emphasize that this started from the bottom and 
flared up—not from the top down, as has been implied. The 
officers and directors of this society, had they been so inclined, 
no more could have dampened this movement than can the execu- 
tives of any democratic organization thwart the wishes of the 
majority. 

On October 8 the board of directors of the San Francisco 
County Medical Society dispatched another communication to 
the health service system’s board. That letter stated that the 
resignations of more than eight hundred physicians would be 
presented on Noy. 10, 1947 unless the system was reorganized 
on a sound medical basis acceptable to the society and the physi- 
cians who serve the system. 

The letter also stated that if a committee representing the 
board of the health service system wished to discuss the problem, 
the county medical society would be glad to cooperate. 
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Confronted with the resignations, the board of the system took 
notice of the October letter, rather than filing it along with the 
June letter, and condescended to talk it over. It took more than 
a week to get around to naming the committee, and then two 
of the key members were too busy to meet with representatives 
of the physicians. 

The meeting was held Friday, October 24, and accomplished 
exactly nothing. The system’s representatives used the occasion 
for indulging in personalities, which had no relation to the issues 
in question. They did, however, reluctantly agree to present the 
socicty’s demands to the entire membership of the board. 

On October 29 the board replied that it was unable to meet 
the society’s recommendation for revision of the system. The 
board fell back of an opinion of the city attorney as an excuse 
for its failure to act. This opinion did not tie the board’s hands. 
There were well defined remedies available, had the board 
wanted to find a remedy. 

Physicians believe that the city employees of San Francisco 
and their dependents should be given the same freedom of choice 
to select the type of medical and hospital care that is given 
employees of the state of California and the city of Los Angeles. 

There is nothing compulsory about either the state employees’ 
system or the Los Angeles city employees’ health system. Under 
these systems, the employee can elect: (1) to make provision 
for his medical care with his own physician; (2) to join a volun- 
tary health insurance system with indemnity cash payments to 
help defray his medical and hospital bills, or (3) to enroll as a 
member of a voluntary medical and hospital service plan which 
will provide him with health care in time of illness. 

After it became apparent that no sincere attempt was being 
made by the board to reorganize the system on a sound founda- 
tion or to adopt the alternative proposals suggested by the 
Medical Society, the board was notified on November 5 that it 
was clearly apparent no basis for further discussions existed. 

The physicians’ resignations were filed on November 10, and 
at present, according to records of the medical society, less than 
one hundred physicians of a San Francisco staff numbering 
nearly one thousand remain on the panel of the health service 
system. 

I want to make it clear at this time that the doctors of San 
Francisco are not urging the selection of any particular volun- 
tary health insurance system or medical care system. They 
believe that city employees should be given the right to choose 
between several systems—and there are over a hundred sound 
voluntary health insurance systems and indemnification plans 
operating in California today—and to select the one that best 
suits their needs. 

The physicians of San Francisco do insist on one cardinal 
point, that the compulsory features of the present system must 
be eliminated so that third party interference between the physi- 
cian and his patient can be eliminated. 

The San Francisco City Charter, which created the health 
service system, provides two alternatives to the present com- 
pulsory system: It authorizes an insurance-indemnity plan under 
which beneficiaries of the system would be entitled to cash bene- 
fits to pay their medical and hospital bills. Alternatively again, 
it authorizes a contract with any one or several of the established 
voluntary health and hospital insurance systems to provide the 
insured beneficiaries with adequate care. 

Either of these alternatives to the present system would be 
acceptable to the members of the medical profession, provided 
that membership in either plan is not compulsory. To eliminate 
the compulsory aspect of the system, the City Charter would 
have to be amended. The physicians of San Francisco are will- 
ing to support the system’s board of directors in a request by 
them to the board of supervisors for the submission of an amend- 
ment eliminating this compulsory phase of the health service. 
Such amendment could be submitted to the voters in the primary 
next year, and the physicians would support a campaign for its 
acceptance by the voters. 

Unless the system’s board is willing to proceed in the manner 
that I have outlined, the physicians of San Francisco will con- 
tinue to dissociate themselves from any function of the system, 
although--and this hardly need be repeated—they will continue 
to serve members of the system as private patients. 
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_In this connection I would like to quote from the society’s 
letter of October 8 to the system's board, which said: “Regard- 
less of the course of action you may decide upon, we wish to 
assure you that there will be no interruption in the medical care 
provided the city employees and that doctors will continue to 
treat them, but as private patients, if your board fails to provide 
an acceptable alternative program. For your information, mem- 
bers of the County Medical Society maintain a physician-patient 
service agency known as the Bureau of Medical Economics, and 
that Bureau will guarantee to arrange for the finest standard of 
medical care in any distressed cases among city employees, 
regardless of ability to pay.” 

In conclusion, may I be permitted the observation that the 
medical profession is convinced that its continued refusal to sub- 
mit to socialization and to arrogant bureaucratic control of its 
professional functions is a position that may well be applauded 
by any person, professional or otherwise, who believes that the 
American system of free enterprise is worth saving. 


Washington Letter 
(rom a Special Correspondent) 


Feb. 19, 1948. 


President Urges Public Support in Combating 
Heart Disease 
Calling for observance of National Heart Week, sponsored by 
the American Heart Association, President Truman asked every 
citizen of the United States to cooperate with his physician and 
his community in guarding against heart disease. Mr. Truman 
said, in part: “I have seen reports stating that diseases of the 
heart and blood vessels constitute the most frequent cause of 
death. One out of every three deaths in the United States is 
caused by them; indeed, deaths from cardiovascular disease are 
greater than the total resulting from the next five leading causes 
combined. Heart disease is also a major cause of disability. 
The medical profession alone cannot succeed in fighting 
this menace without the fullest cooperation from the general 
public. The duty of each American is to cooperate with 
his physician in protecting his health and that of his family and 
to cooperate with his neighbor in supporting community efforts 
directed against this enemy of the people.” 


Forrestal Asks Reexamination of Military Men 
Retired for Disability 

Criticism of army disability retirements has resulted in a 
request to Congress by Defense Secretary Forrestal that medical 
reexaminations be provided for every military man retired for 
physical disability since 1939. Mr. Forrestal proposed that 
officers and enlisted men retired since that year should not be 
eligible to receive their pensions unless they submit to reex- 
amination. He recommended: (1) that every person retired for 
physical disability since 1939 be reexamined and receive peri- 
odic reexaminations; (2) that benefits for physical disability be 
related to the percentage of actual incapacity for duty, which 
applies only to enlisted men at present; (3) that physical dis- 
ability benefits be applied equally to all the armed services, both 
regular and reserve, officers and enlisted men, and (4) that tax 
exemption, if it is to apply at all, be applicable only to payments 
representing benefits for actual physical disability. 


New Army Chief May Seek Aid of Civilian Doctors 

In event of passage of universal military training, the new 
Army chief of staff, General Omar Bradley, successor to Gen. 
Dwight D. ‘Eisenhower, is expected to follow tactics similar to 
those he used so successfully in improving medical service for 
veterans as veterans administrator. It is pointed out here that 
through Major Gen. Paul Hawley, who served under him as 
veterans’ medical chief, General Bradley obtained cooperation of 
the deans of the seventy-seven class A American medical schools 
in setting up a teaching program for young resident physicians 
in veterans’ hospitals. This work on the medical reorganization 
of the agency gave General Bradley contact with leading civilian 
educators, particularly in the medical field, and it is believed 
likely that he would again ask their support if eoquired to 
organize the Army training program. 
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Medical Legislation 


STATE LEGISLATION 


Kentucky 

Bills Introduced.—H. 168, to amend the premarital examination law, 
proposes to require each applicant to be examined by a _ physician 
authorized to practice in Kentucky as to the existence or nonexistence 
of any stage of syphilis infection that is or is likely to become com- 
municable. S. 96 proposes the creation of a state hospital board and 
a hospital advisory council. The state hospital board would be required 
to make an inventory of existing hospitals and to develop and administer 
a plan. for the construction of needed additional facilities. The state 
hospital board would further be authorized to make applications to 
the Surgeon General for federal funds to assist the state in carrying 
out its inventory and construction program. S. 135 proposes the creation 
. a board of examiners for the certification of clinical psychologists. 
S$. 137 proposes the enactment of a licensing law for chiropractic 
hospitals to be administered by the Kentucky state board of chiropractic 
examiners. The proposal would also authorize the state board of 
chiropractic examiners to accept, on behalf of the chiropractic profession 
and their patients in the state of Kentucky, any funds or grants throuzh 
appropriate channels and any supplies and equipment which may be 
made available to the state for hospital facilities, goods and services. 


Massachusetts 

Bill Introduced.—H. 1467 proposes reculations concerning the per- 
forming on any animal of any pain-producing experiment. Licenses to 
perform such experiments would be issued by the commissioner of public 
safety and would be for three years’ duration. 

Bill Enacted._H. 91 has become chapter 28 of the Laws of 1948. 
It amends the medical practice act by providing for the revocation of 
the certificate of registration of any physician guilty of the use of 
narcotic drugs in any way other than for therapeutic purposes. 


Mississippi 

Bills Introduced.—H. 290 proposes to authorize the establishment of 
a scholarship program for the advanced study of nursing, which would 
consist of forty scholarships of the value of not more than $3,000 each. 
Students accepting assistance from these scholarships must agree to 
spend a period of time working as nurses in Mississippi equal to the 
number of years during which they accepted the benefits of the 
scholarships. H. 291 proposes to authorize the establishment of a 
school of nursing at the University of Mississippi and to inauzurate 
a scholarship program in connection therewith. S. 145 proposes the 
creation of a board of examiners in optometry and, among other things, 
proposes to declare the practice of optometry to be a profession. 8S. 159 
proposes the enactment of a workmen’s compensation law. 

Bill Passed.—S. 68 passed the senate January 23. It proposes that 
the board of trustee of universities and colleges shall maintain the first 
two years of the four year medical school at Oxford, Mss., until such 
time as the legislature shall authorize the removal therefrom, and the 
remainder of the medical course to be located in conjunction with a 
standardized and departmentalized hospital for teaching purposes of 
not less than three hundred and fifty beds. 


New Jersey 
Bill Introduced.—A. J. Res. 2 proposes the creation of a commission 
of five members to make a survey of all voluntary charitable hospitals 
throughout the state to determine what steps can be taken to relieve 
existing overcrowding and to furnish additional revenue for operating 
costs to relieve the burden now being carried by the voluntary charitable 


hospitals. 
New York 

Bills Introduced.—A. 634 proposes the creation of a temporary state 
commission to make a study and survey of the prevalence and facilities 
for the treatment of infantile paralysis patients within the state. A. 931 
proposes the enactment of a New York state health service act. 
According to this proposal it is the intent to encouraze and assist the 
development of voluntary prepaid health and hospital plans and to 
eliminate from its provisions persons protected under voluntary p'ans 
provided such plans furnish the medical and hospital benefits established 
by this proposal. A. 970, A, 119%, S. 994 and S. 1072, to amend the 
education law relating to the practice of nursing, propose to authorize 
the department to license without examination graduates of accredited 
nursing schools from some other state who have completed a course 
of study considered by the department to be equivalent to that required 
in the state of New York and who have met all the requirements as to 
age, character, citizenship and preliminary education. A. 990, to amend 
the education law, proposes to make it the duty of each medical 
inspector having jurisdiction over any public school in the state to 
examine each pupil attending such school for symptoms of tuberculosis 
at least once in each school year. A. 1199 and 8S. 1170, te amend 
the workmen’s compensation law, propose to include within the coverage 
thereof assistant resident interns or resident interns or resident physicians 
in certain state hospitals. A. 1558 proposes an appropriation of $2,500,000 
to the department of health to defray the cost of research in the cause 
and cvre of cancer. A. 1586, to amend the public health law, proposes 
to require all hospitals or similar establishments to provide complete 
physical examinations annually to all employees, which physical 
examination shall serve to determine the presence or absence of any 
communicable disease. S. 1069, to amend the education law, proposes 
the creation of a board of examiners of psychologists for the certification 
and registration of professional psychologists. 8S. 1182, to amend the 
labor law, proposes to regulate the hours of employment of registered 
professional nurses to not more than five days or forty hours a week 
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except in case of emergency and not more than eight hours in any 
day except in case of emergency. 8S. 1189 proposes the creation of a 
temporary commission to make a study and analysis of the advisability 
of grants-in-aid to cities, counties and other state subdivisions for the 
purpose of developing and expanding non _ state-operated clinics and 
other psychiatric facilities for the care and treatment of the mentally 
ill and potentially mentally ill, S. 1248, to amend the education law, 
proposes that x-ray diagnosis means that method of medical practice 
in which demonstration and examination of the normal and abnormal 
structures, parts or functions of the human body are made by the use 
of x-rays, and any person who holds himself out to diacnose or able 
to make or makes any interpretation or explanation by word of mouth, 
writing or otherwise of the meaning of a fluoroscopic or registered 
shadow or shadows of any part of the human body made by the use of 
x-rays, and also the use of x-rays or radium for the treatment of any 
human ailment, shall be deemed to be engaged in the practice of 
medicine within the meaning of the medical practice act. 8S. 1383, to 
amend the penal law, proposes that any person who either treats or 
offers or undertakes to treat the human body without first having 
complied with the appropriate statutes of the education law is guilty 
of a misdemeanor. S. 1422, to amend the education law, proposes that 
any person studying to become a registered nurse who has resided in 
the state of New York for two years prior to attending a school of 
nursing registered by the department shall receive from the department 
$50 for each such month of attendance during the first and second 
year of attendance and $75 for each such month of attendance during 
the third year of attendance. 


Coming Medical Meetings 


Alabama, Medical Association of the State of, Mobile, April 15-17. 
Dr. D. L. Cannon, 519 Dexter Ave., Montgomery 4, Secretary. 
American Association of Industrial Physicians and Surgeons, Boston, 


March 28-April 4, Dr. 
Chicago 4, Secretary. 


American Broncho-Esophagological Association, Atlantic City, Chalfonte- 
Haddon Hall, April 7-8. Dr.,Paul H. Holinger, 700 N. Michigan Ave., 
Chicago 11, Secretary. 

American College ot Allergists, New York, Hotel Pennsylvania, March 
12-14. Dr, Fred W. Wittich, 423 LaSalle Medical Bldg., Minneapolis 2, 

Secretary. 

American Laryngological, 
City, April 7-9. Dr. 
N. Y., Secretary. 

American Orthopsychiatric Association, 
April 12-14. Nina Ridenour, Ph.D., 
York 19, Secretary. 


American Otorhinologic Society for the “ws of Plastic and 
Reconstructive Surgery, Philadelphia, Feb. Dr. Norman N. Smith, 
291 Whitney Ave., New Haven 11, Conn., 

American Society of Biological Chemists, Atlantic City, March 14-19, 
Dr. Otto A. Bessey, Public Health Research Institute, New York 19, 
Secretary. 

Arkansas Medical Society, Little Rock, Robinson Auditorium, April 15-17. 
Dr. W. R. Brooksher, 692 Garrison Ave., Fort Smith, Secretary. 

California Medical Association, San Francisco, April 11-14. Dr. L. Henry 
Garland, 450 Sutter St., San Francisco 8, Secretary. 

Chicago Medical Society Annual Clinical Conference, Chicago, Palmer 
Hlouse, March 2-5. Dr. Willard O. Thompson, 30 N. Michigan Blvd., 
Chicago 2, Secretary. 

—, Southern Clinical Society, Dallas, Texas, Hotel Adolphus, March 
15-18. Dr. Glenn D. Carlson, 1133 Medical Arts Bldg., Dallas, Secretary. 

scat Medical Association, St. Augustine, Ponce de Leon Hotel, April 
11-14. Dr. Robert B. Meclver, 111 W. Adams St., Jacksonville, 
Secretary. 

Louisiana State Medical Society, Monroe, April 12-14. Dr. P. T. Talbot, 
1430 Tulane Ave., New Orleans 13, Secretary. 
Michigan Postgraduate Clinical Conference, Detroit, 
March 10-12. Dr. H. H. 

Chairman. 

Missouri State Medical Association, St. Louis, Hotel Jefferson, March 14-17. 
Mr. T. R. O'Brien, 634 N. Grand Blvd., St. Louis 3, Exec. Secretary. 

New England Dermatological Society, Boston, April 14. Dr. G. Marshall 
Crawford, 1180 Beacon St., Brookline, Mass., Secretary. 

New Orleans Graduate Medical Assembly, New Orleans, Municipal Audi- 
torium, Feb. 23-26. Dr. Max M. Green, 1430 Tulane Ave., Room 105, 
New Orleans 13, Secretary. 

Northern Tri-State Medical Association, Findlay, Ohio, April 13. Dr. 
Don F. Cameron, 247 W. Berry St., Ft. Wayne, Ind., Secretary. 

Pacific Coast Surgical Association, Los Angeles, Ambassador Hotel, Feb. 
24-28. Dr. Carleton Mathewson Jr., Stanford Univ. Hospital, San 
Francisco, Secretary. 

Southeastern Surgical Congress, Hollywood, 
April 5-8. Dr. Benjamin T. 
Atlanta 3, Ga., Secretary. 

Southwest Allergy Forum, Oklahoma City, April 5-6. Dr. 
Leney, 1200 N. Walker St., Oklahoma City, Secretary. 

Tennessee State Medical Association, Nashville, April 13-14. Dr. W. M. 
Hardy, 706 Church St., Nashville 3, Secretary. 

United States-Mexico Border Public Health peneetan Laredo, Texas 
and Nueva Laredo, Mexico, March 20-22. . M. F. Haralson, U. S 
Court House, El Paso, Texas, Secretary. 


Frederick W. Slobe, 28 E. Jackson Blvd., 


Rhinological and Otological Society, Atlantic 
C. Stewart Nash, 277 Alexander St., Rochester, 


New York, Hotel Commodore, 
1790 Broadway, Rm. 916, New 


Book-Cadillac Hotel, 
Cummings, 2014 Olds Tower, Lansing 8, 


Fla., Hollywood Beach Hotel, 
Beasley, 45 Edgewood Avenue S. E., 


Fannie Lou 
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NAVY 


DISEASE IN THE NAVY DURING 
WORLD WAR II 


In an address before the Harvard School of Public Health, 
Boston, February 7, Rear Admiral C. A. Swanson, Surgeon 
General of the United States Navy, said that no devastating 
epidemics swept the service during the recent war and that the 
reduction in the noncombat death rate, as compared with World 
War I, effected a saving of more lives than the total number 
lost through enemy action. During the war the average strength 
of the Navy for the four years was in the neighborhood of two 
and one-half millions. There were only 8 cases of smallpox, 
96 of typhoid and 4 of tetanus, with two deaths in persons whose 
records indicated that their immunization had been incomplete. 
Tetanus did not develop in any combat casualty. Six hundred 
and fifteen cases of the rickettsial group of discases were 
reported, the majority being tsutsugamushi fever in the South- 
west Pacific campaigns. There were no cases of cholera, plague 
or yellow fever. 


ACTIVATE RESERVE MEDICAL DIVISIONS 


The headquarters of the Third Naval District in New York 
has announced that in conformance with directives from the 
Bureau of Naval Personnel, forty-two Volunteer Medical 
Reserve Divisions were activated January 15, and that four more 
divisions are being organized. Each division will have the fol- 
lowing personnel: seventy-five medical corps; fifteen medical 
service corps; fifty nurse corps officers, and two hundred and 
fifty hospital corpsmen. These divisions have been set up for 
training purposes, but in case of national emergency the per- 
sonnel may be ordered to active duty individually or as units. 


NARRATIVE OF MEDICAL WORK 
IN WORLD WAR I 


The Bureau of Medicine and Surgery has published for the 
first time an official historical narrative pertaining to its Medi- 
cal Department in the first World War. The book entitled 
“The Medical Department of the U. S. Navy with the Army 
and Marine Corps in France in World War I” was written by 
Lieut. George G. Strott (HC), U. S. Navy (retired), who spent 
some thirty years in collecting material for this book. Lieu- 
tenant Strott was a chief pharmacist’s mate in France and served 


with the Sixth Marines until the end of the war. This story 
deals with the activities of the 2d Division, American Expedi- 
tionary Forces, and of the only major unit of the Navy Medical 
Department to serve as a component of an Army combat divi- 
sion. The three hundred and twenty-two page volume may be 
purchased for 75 cents from the Superintendent of Documents, 
Government Printing Office, Washington, D. C 


PENSACOLA NEWS 


At the invitation of Rear Admiral Frank D. Wagner, chief 
of Naval Air Training, the National Research Council’s Com- 
mittee on Aviation Psychology met at the Naval Air Station, 
Pensacola, Fla., January 30-31. Capt. Marcio Baeza, chief 
surgeon of the Chilean air force reserve and professor of surgery 
at the University of Chile in Santiago, was present at the meet- 
ing. Captain Baeza inspected the Naval School of Aviation 
Medicine and Research, the Naval Hospital and the other medi- 
cal air facilities at Pensacola. After the meeting the members 
were guests of the local command aboard the aircraft carrier, 
U. S. S. Wright. 


GRADUATE TRAINING 


The Bureau of Medicine and Surgery, Washington, D. C., as 
of February 4, in continuing its graduate policy for medical 
officers, announced approval of some twenty-six assignments of 
officers to pursue graduate courses and residencies in various 
hospitals and universities throughout the country. 


PERSONALS 


Two new members have been appointed to the Board of 
Civilian Consultants to the Bureau of Medicine and Surgery, 
Washington, D. C.: Dr. Lowell T. Coggeshall, dean, division 
of biological sciences, University of Chicago, as consultant in 
tropical medicine, and Dr. Donald Anderson of Chicago, secre- 
tary, Council on Medical Education and Hospitals of the Ameri- 
can Medical Association, as consultant in hospital administration. 

Rear Adm. Clifford A. Swanson, Surgeon General and chief 
of the Bureau of Medicine and Surgery, addressed the Saturday 
Morning Health Forum of Harvard University School of Public 
Health at Boston, February 7, on “The Health Program of the 
United States Navy.” 


PUBLIC HEALTH SERVICE 


DR. SCHEELE TO SUCCEED DR. PARRAN 
AS SURGEON GENERAL 


The White House has announced the nomination of Dr. 
Leonard A. Scheele as Surgeon General of the U. S. Public 
Health Service, to succeed Dr. Thomas Parran when the latter’s 
term expires April 6, 1948. 

Dr. Scheele was born in Indiana, received his A.B. degree 
from the University of Michigan and his M.D. from Wayne 
University, Detroit. He was commissioned in the Public Health 
Service in 1934, was first assigned as assistant quarantine officer 
at the Port of San Francisco, then at the Port of Honolulu; 
he was health officer of Queen Anne’s County, Maryland, in 
1936-1937. He was officer in charge of the National Cancer 
Control Program of the National Cancer Institute from 1939 to 
1942 and chief, field casualty section, Medical Division, Office 
of Civilian Defense, in 1942 and 1943. He was assigned to the 
Army from 1943 to 1945, serving in Military Government and 
Allied Commission medical operations in Sicily and later as 
officer in charge of the preventive medicine section at Supreme 
Headquarters of the Allied Expeditionary Force in Northwest 
Europe. He was medical representative of the medical section 
of the Allied Control Council in initial operations of that group 
in Berlin after the surrender of Germany. 


Dr. Scheele was awarded the American Typhus Commission 
Medal for work in the control of typhus in Northwest Europe 
during 1944-1945, the Legion of Merit for his communicable 
disease control work in the European theater and the Order of 
Public Health from France. 

From 1946 to 1947, he was assistant chief of the National 
Cancer Institute of the National Institute of Health and in 
July 1947 he became assistant surgeon general of the U. S. 
Public Health Service and director of the National Cancer 
Institute. 

Dr. Parran was appointed Surgeon General in April 1936 and 
reappointed in 1940 and 1944. He has been a commissioned 
officer in the Public Health Service since 1917. Previous to his 
assignment as Surgeon General, he had served in fourteen states 
on public health research and administrative assignments and 
from 1930 to 1936 as commissioner of health for the state of 
New York. In a statement Dr. Parran said, among other 
things, that “the President is to be congratulated on his appoint- 
ment of Dr. Leonard A. Scheele as Surgeon General of the 
U. S. Public Health Service. I have no plans for the 
future. I shall be at the disposal of my commander in chief 
and the new Surgeon General.” 
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VETERANS ADMINISTRATION 


AID FOR OFFICIALS IN ADVISING VET- 
ERANS WHO DESIRE TO ENTER 
MEDICAL SCHOOL 


The Veterans Administration has prepared a digest of articles 
previously published and has analyzed the data in a bulletin 
to help officials advise veterans who desire to enter medical 
school under the G. I. Bill or Public Law 16. The analysis 
shows, it is said, that veterans stand an average or better chance 
of completing such training successfully if they meet any, or 
preferably all, of the following qualifications: (1) obtain grades 
of B plus or better in their premedical training, (2) make 
particularly high grades in the natural sciences and (3) enroll 
in medical schools in the same educational institution in which 
they completed their premedical work. 

In predicting success at medical school on the basis of grades 
received in courses on natural science, officials of the Veterans 
Administration emphasized that the quality of work in such 
courses rather than the quantity of the science courses is the 
important factor. 

The data analyzed by the Veterans Administration disclosed 
that students who attend medical schools in the same educational 
institutions where they took their premedical training consistently 
make better grades than students who transfer from other 
schools. The percentage of failures also was appreciably lower 
for “native” students than for transfer students. The Veterans 
Administration explained the consistently superior accomplish- 
ments of “native” students by the fact that medical schools are 
able to consult personally with premedical faculty members about 
the qualifications of applicants and thus are in a position to 
select applicants most likely to succeed. 

The bulletin pubished by the Veterans Administration 
cautioned that scholastic aptitude tests and the length of pre- 
medic#l training—when considered without relation to other 
factors—are unreliable in evaluating chances for success in 
medical school. In one instance scholastic aptitude tests were 
administered to a thousand prospective medical students. The 
tests correctly predicted successful completion of medical school 
only 53 per cent of the time. In fact, 5 per cent of the students 
whose classroom averages were among the highest made poor 
showings in their aptitude tests. 

Although each year an increasing number of medical schools 
limit admittance only to students with bachelors’ degrees, research 
studies, it is said, have indicated that the length of premedical 
training has little bearing on their future accomplishments in 
the study of medicine. It was concluded from this analysis 
that the quality rather than the extent of collegiate preparation 
determines eventual performance in medical school. 


VETERANS’ TRAINING AND EDUCATION 


While World War II veterans are taking training in certain 
courses financed by other federal appropriations, they are ineligi- 
ble for training under the GI Bill or the Vocational Rehabili- 
tation Act (Public Law 16). The Veterans Administration’s 
ruling held that training and education provided by the two 
veterans’ training laws was not intended to duplicate training of 
veterans already enrolled in courses of study and receiving bene- 
fits for training from other government appropriations. Accord- 
ingly, veterans must select the federal program under which they 
prefer to enter certain types of training. Certain courses financed 
by federal appropriations are available to veterans as well as to 
other persons. These are separate from the training programs 
established for eligible veterans under Public Law 16 and the 
GI Bill (Public Law 346). Among such courses are: (1) U. S. 
Public Health Service training programs for persons receiving 
fellowships or salaries from state and other grant-in-aid funds 
derived wholly, or in part from federal appropriations; (2) U. S. 
Maritime Commission training programs; (3) resident training 
programs in hospitals, ciinics and medical or dental laboratories 
owned or operated by the United States, and (4) residency train- 
ing for physicians and dentists in the Department of Medicine 
and Surgery of the Veterans Administration. 

The restrictions do not apply to veterans enrolled under either 
law in the Veterans Administration’s training program for 


clinical psychologists. These trainees may receive subsistence 
allowances based on the training which is provided to them in 
educational institutions. They may be paid from government 
funds for part time work in Veterans Administration stations 
where neuropsychiatric veterans are treated. The ruling will 
not affect veterans training on the job under either law in those 
federal agencies and establishments approved by the Veterans 
Administration to offer such training. 

The agency said that the instruction does not eliminate pos- 
sible concurrent payment of benefits for study in a foreign insti- 
tution under both the GI Bill and the Fulbright Act (Public 
Law 584, 79th Congress). When veterans complete their train- 
ing under other federally supported programs, they become 
eligible to continue their studies or take other training unde 
provisions of the GI Bill or Public Law 16. 


PROFESSIONAL LOANS TO VETERANS 


About 7 per cent of the World War II veterans who obtained 
G. |. business loans are in professional and semiprofessional 
fields such as medicine, dentistry, law, engineering, architecture, 
nursing, music and designing. Among other fields that veterans 
entered with the help of government-guaranteed loans were: 
retailing, 30 per cent; service trades (such as laundries and 
beauty shops), 20 per cent; transportation, 18 per cent; crafts, 
7 per cent; sales agents, 6 per cent; manufacturing, 5 per cent; 
wholesaling, 4 per cent; finance, insurance and real estate, 2 per 
cent, and recreation and amusement businesses, 1 per cent 
Average amount of each business loan made during a four 
month survey period was $3,200. Nearly all the loans granted 
during the four month period are repayable on a monthly install- 
ment basis. Under the G. I. Bill, the Veterans Administration 
guarantees the lender against loss for 50 per cent of the total 
loan, up to a maximum of $2,000 on non-real estate loans and 
$4,000 on real estate loans. More than 85,000 G. I. business 
loans, totaling $273,000,000, have been approved in the more 
than two years since the program’s inception. 


INCREASE PENSIONS FOR VETERANS 
OF INDIAN WARS 


Effective March 1, the Veterans Administration will pay a 
20 per cent increase in pensions for veterans of the Indian wars 
and in death pensions to their dependents. The increase was 
voted by the current session of Congress and signed into law 
by President Truman on January 19. Similar 20 per cent 
increases were granted to veterans and dependents of the Civil 
and Spanish-American wars in August 1947. Some 790 veterans 
and 2,200 dependents will benefit by the new law. Under the 
old rates payments ranged from $20 to $100 for veterans of 
Indian wars and from $30 up for beneficiaries, depending on the 
number and relationship. 


ENLARGE TUBERCULOSIS HOSPITAL 


A contract by the Veterans Administration has been awarded 
to construct a hundred bed addition and alterations to the 
veterans’ tuberculosis hospital in Livermore, Calif., J. J. Rocke- 
feller, director of the Veterans Administration construction ser- 
vice, announced. The contract calls for a six story building to 
house one hundred new beds; additions to the kitchen and din- 
ing hall building; a new incinerator, and an addition to the 
laundry. To kill disease-carrying bacteria, ultraviolet lamps are 
to be installed in the dining hall, recreation room and other areas 
where patients congregate. 


PERSONAL 


Dr. Joseph L. Campbell, formerly of Ulster, Pa., has been 
appointed manager of the veterans’ hospital at New Castle 
County Air Base, Wilmington, Del., to succeed Dr. William 
J. McCarty, who has been transferred to Lebanon, Pa., to 
manage a new veterans’ hospital. Dr. Campbell served in the 
Army during the recent war and was awarded the Purple Heart 
for wounds received during the landings in Normandy, France. 
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(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


ALABAMA 


Personal.—Warner W. Carlson, Ph.D., has been appointed 
associate professor of biochemistry at the Medical College of 
Alabama, Birmingham. He has been associated with the Mellon 
Institute of Industrial Research in Pittsburgh since 1939. 

Stuart Graves Lecture.—Dr. Elexious T. Bell, professor of 
pathology, University of Minnesota Medical School, Minnc- 
apolis, will deliver the annual Stuart Graves Lecture at the 
Medical College of Alabama in Birmingham on February 27. 
This lecture is sponsored by Beta Phi Chapter of Nu Sigma 


Nu Fraternity. 
CALIFORNIA 


Reginald Knight Smith Lecture.—The annual Reginald 
Knight Smith Lecture of the Mount Zion Hospital, San Fran- 
cisco, will be presented by Dr. Cyril N. H. Long, dean of tae 
Yale University School of Medicine, New Haven, Conn., and 
Sterling professor of physiologic chemistry, on March 2 at the 
hospital. His subject will be “The Influence of the Adrenal 
Cortex on Metabolism.” 

New Psychiatry Study.—The department of psychiatry of 
the University of California Medical School, San Francisco, has 
been awarded a research grant of $13,392 by the U. S. Public 
Health Service to support work in the exploration of social 
situations used in psychotherapy under Dr. Jurgen Ruesch. An 
attempt will be made to gather precise information on the 
responses of patients to psychiatric treatment. 

School of Public Health Appointments.—The University 
of California School of Public Health, Berkeley, has announced 
three appointments. Jacob Yerushalmy, principal medical sta- 
tistician, states relation division, U. S. Public Health Service, 
has been appointed professor of biostatistics. Dr. Yerushalmy 
has recently returned from Denmark, where he served as con- 
sultant in the Danish tuberculosis control program. Dr. Dean A. 
Clark has been appointed lecturer in medical economics. Dr. 
Clark has recently been at the university for a series of gradu- 
ate lectures on the administration of medical care programs, 
following which he returned to his duties as medical director 
of the Health Insurance Plan of Greater New York. Dr. Edwin 
H. Lennette, who recently became the director of the virus labor- 
atory, California Department of Public Hea!th, has also been 
appointed lecturer in public health. Dr. Lennette was a mem- 
ber of the field staff of the International Health Division of 
tlie Rockefeller Foundation until 1946, when he became chief cf 
the Medical Veterinary Division of the War Department. 


COLORADO 


State Rural Health Conference.—The second Colorado 
Rural Health Conference, sponsored by the Colorado State 
Medical Society, will be held at the Shirley-Savoy Hotel March 
2, beginning at 9 a.m. Subjects under discussion include prob- 
lems encountered in establishing a county or district health unit, 
county health councils, the state hospital surve ey, responsibility 
of rural communities. preparing nurses for rural work and get- 
ting doctors in rural areas through general practice resident 
training. The honor guest at the luncheon at 12:15 will be 
Dr. Archie C. Sudan, Denver, formerly of Kremmling, aid 
recent winner of the General Practitioner Award of the Ameri- 
can Medical Association. 

ILLINOIS 


The Eighteenth State Cancer Clinic.—The Illinois direc- 
tor of public health has announced the opening of a state-aided 
cancer diagnostic clinic at Quincy, thus bringing to eighteen the 
number of such centers in Illinois. Known as the Adams County 
Cancer Diagnostic Clinic, the new center is located in the offices 
of the county health department: Regular clinic sessions will be 
held the first and third Mondays of each month beginning at 
7 o'clock in the evening. The new clinic is under the direction 
of Dr. Kent W. Barber, with Dr. Frank Cohen serving as 
pathologist and Drs. Harold Swanberg, Stephen L. Casper and 
Gordon M. Perisho alternating as the radiologist. The cancer 
diagnostic clinics maintained by the state department of public 
health provide free examination and consultation service to all 
suspected cancer patients referred by private physicians of 
[.linois. 
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Chicago 

Undergraduate Research Awards.—The Borden Company 
Foundation, Inc., has contributed $2.500 to the University of 
Illinois for the establishment of research awards in medicine. 
The gifts will be known as the Borden Undergraduate Research 
Awards in Medicine and will be administered under the direction 
of Dr. John B. Youmans, dean of the college of medicine. An 
award of $500 will be made each year over a period of not less 
than five years. All students in the graduating class who have 
carried out undergraduate research in the medical field will be 
eligible for the award. 

Dr. Cole Appointed to Mission to Britain.—Dr. War- 
ren H. Cole, professor and head of the department of surgery 
at the University of Illinois College of Medicine, has been 
appointed senior scientist attaché to the United States Mission 
to Britain for Science and Technology. The mission will be 
conducted under the jurisdiction of the U. S. Department of 
State. Dr. Cole, who left Chicago February 8, will serve with 
the mission for about three months as the representative in 
surgery. The mission is designed to establish liaison with 
British scientists in medicine, engineering and chemistry. 


Purchase Building for Nutrition Institute. — North- 

western University has announced the purchase of the nine 
story Dunham building at 450 East Ohio Street, Chicago, which 
will house the recently established Institute of Human Nutri- 
tion, to be directed by Dr. Tom D. Spies, professor of nutri- 
tion and metabolism and chairman of the department in the 
medical school. Purchase was initiated by an advance gift of 
$10,000 from Eugene Kettering of the electromotive division 
of the General Motors Corporation. Raising of funds in 
the amount of $1,000,000 to complete the purchase of the build- 
ing and to provide operating funds for the board’s program of 
research is now under way. 

First Industrial Conference on Alcoholism.—The first 
Industrial Conference on Alcoholism will be held in the Mor- 
rison Hotel, Chicago, on Monday, March 23. Sponsored by the 
Chicago Committee on Alcoholism, the conference has been 
designed to bring to the attention of industrial leaders through- 
out the country facts pertaining to the problem of alcoholic 
employees and to discuss ways and means of overcoming the 
problem. In the morning session two speakers will discuss 
“Alcoholism in Industry.” Dr. John L. Norris of the Eastman 
Kodak Company, Rochester, N. Y., will speak at the luncheon. 
In the afternoon various types of individual treatment will be 
discussed and the work of the Yale School of Alcohol Studies, 
the Keeley Institute treatment and rehabilitation centers, as 
well as the Alcoholics Anonymous program, will be outlined. 
Industry’s part in the problem will be discussed. Reservations 
for attending the technical session and the luncheon may be 
made by writing Walter O. Cromwell, vice president, Chicago 
Committee on Alcoholism, 816 South Halsted Street, Chicago 7. 

Associate Deans Appointed.— Dr. Wright R. Adams, 
associate professor of medicine, and Merle C. Coulter, Ph.D., 
professor of botany, have been appointed associate deans in the 
division of biologic sciences at the University of Chicago. Work- 
ing under Dr. Lowell T. Coggeshall, dean of the division, Dr. 
Adams, who has been in the department of medicine at the uni- 
versity for the past sixteen years, will be responsible for the 
clinical departments and the school of medicine. He will also 
assist in the planning of the new hospital buildings at the uni- 
versity: the Nathan Goldblatt Memorial Hospital for Cancer, 
the Charles Gilman Smith Hospital for Infectious Diseases and 
the Gertrude Dunn Hicks wing to Albert Merritt Billings hos- 
pital. Dr. Coulter will have charge of the nonclinical depart- 
ments in the biologic sciences—anatomy through zoology. 
Dr. Coulter, who has been associated with the university for 
thirty years, received his Ph.D. degree from the university in 
1919, became an assistant professor in 1921 and was appointed a 
full professor of botany in 1931. 


IOWA 


Dr. DeGowin Appointed to Committee on Blood.—Dr. 
Elmer L. DeGowin, associate professor of internal medicine at 
the State University of lowa College of Medicine, Iowa City, 
has accepted assignment to the Committee on Blood and Blood 
Derivatives of the National Research Council’s Division of 
Medical Sciences. The committee, according to Dr. DeGowin, 
is to advise public agencies on blood transfusions, blood deriva- 
tives, and plasma fractions. The University of lowa College of 
Medicine has been a center for research in this field for the 
past decade. The National Research Council committee will 
help set up the new national blood program of the American 
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Red Cross, supplying blood for civilian, veteran and public 
health service hospitals. It will also advise the Army, Air 
Forces, Navy, U. S. Public Health Service and Atomic Energy 


Commission. 
LOUISIANA 


Personal.—Dr. Fayette C. Ewing, Pineville, has recently 
received a certificate from the Alumni Association of Jefferson 
Medical College of Philadelphia in recognition of “sixty-three 
years of faithful service in the traditional ideals of the medica? 
profession.” 


Director of Postgraduate Pediatric Program.—Dr. Sid- 
ney S. Chipman, formerly of Norwalk, Conn., has been engaged 
by Louisiana State University School of Medicine, New Orleans, 
as associate professor of pediatrics. He will be director of the 
postgraduate extension program in pediatrics in the state on 
a joint appointment of the state university and state board of 


health. 
MICHIGAN 


One Thousand Measles Cases a Week.—The epidemic 
of measles, which started three months ago in Kalamazoo city 
and county, has spread to surrounding counties, Berrien, Kent, 
Cass, Ottawa, Calhoun, Barry, Eaton and Ingham being the 
hardest hit. A total of 1,014 cases were reported to the Michi- 
gan Department of Health during the week ending January 30. 
There were 66 cases of measles during the same week last year, 
and 628 during the same week in 1946, an epidemic year. 


Conference on Venereal Disease.—A one day conference 
on modern diagnosis and treatment of venereal disease will be 
held at the Detroit Intensive Treatment Center, Herman Kiefer 
Hospital, Detroit, March 13 beginning at 9 a.m. Physicians 
of Ann Arbor, Detroit and the Michigan Department of Healti 
will speak. Among the subjects are treatment of early syphilis, 
syphilis of the central nervous system, syphilis and marriage, 
syphilis and pregnancy and interpretation of serologic tests. 


MISSOURI 


Heart Association Formed.—The Missouri Heart Associ- 
ation was organized Dec. 14, 1947 in Jefferson City at a meet- 
ing of the former Heart Committee of the Missouri State Medi- 
cal Association. Dr. A. Graham Asher, Kansas City, was elected 
president, Dr. C. Braxton Davis, Nevada, secretary, and Dr. 
Glen W. Hendren, Liberty, treasurer. 


NEW YORK 


Cancer Society Grants Since September.— The New 
York State division of the American Cancer Society, Inc., 
announced January 23 that it had approved projects totaling 
$172,597.71 since Sept. 1, 1947. Largest of the grants included 
$26,406.06 to the Monroe ‘County branch administration education 
service, $21,900 to the Broome County free cancer detection 
centers, $21,140.10 to the Erie County chapter educational pro- 
gram, $19,960 to the Syracuse Memorial Hospital tumor clinics, 
$15,050 to Cornwall Hospital for replacing an obsolete x-ray 
unit and opening a detection center and $14,000 to Nyack Hos- 
pital for its radiology course. 

Licezses Revoked and Suspended.—The board of medical 
examiners of the state education department reports the follow- 
ing action taken by the board of regents: The license of Gaspare 
Genova, 1257 Seventieth Street, Brooklyn, has been suspended 
for one year, effective Dec. 11, 1947. The license of Leopold W. 
A. Brandenburg, 2802 Hudson Boulevard, Union City, N. J., 
which permitted him to practice in the state of New York, has 
been revoked, effective Nov. 25, 1947. Others whose licenses 
have been revoked are Anne Elizabeth Kuhner, 52 Gramercy 
Park North, New York, effective Dec. 5, 1947, and Boris 
Schleifer, 2001 Strauss Street, Brooklyn, effective Dec. 3, 1947, 


New York City 

Construct Emergency-Accident Wing.—Roosevelt Hos- 
pital began this month the construction on Fifty-eighth Street 
near Ninth Avenue of a two story and basement emergency- 
accident building at the estimated cost of $600,000. The first 
floor will be devoted to emergency and accident services, 
the second to ward service and the basement to garage space 
for ambulances. The building is to be called the James I. Russell 
Memorial building in honor of the surgeon who died in 1944 
after being associated with the hospital for more than forty years. 


Personals.—Dr. Clarence FE. de la Chapelle, associate dean 
of New York University College of Medicine, has been appointed 
a director of medicine at Lenox Hill Hospital. He has been for 
fifteen years chief of the hospital’s cardiovascular service and 
clinic, and will continue to serve in his capacities as associate 
dean, director of the postgraduate division and professor of 
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clinical medicine at the college——Dr. Paul W. Lapidus, 
formerly assistant professor of orthopedic surgery of the New 
York Polyclinic Medical School and Hospital, has been promoted 
to the rank of clinical professor of orthopedic surgery. 


University Appointments.—A series of personnel changes 
on the staff of the Faculty of Medicine of Columbia University 
have been announced. Dr. Alexander B. Gutman, assistant pre- 
fessor, was promoted to associate professor of medicine. Also 
elevated to an associate professorship was Dr. Dan H. Moore, 
former assistant professor of anatomy. Dr. Ralph A. Deterling 
a was appointed assistant professor of surgery and Dr. Louis 

avid Zeidberg was named assistant professor of epidemiology, 
both appointments effective January 1. The appointment of Dr. 
James A. Miller, New York, to replace Dr. Eugene H. Pool, 
New York, on the joint administrative board of the Columbia- 
Presbyterian Medical Center was also announced. Dr. Pool 
resigned recently from the board of trustees of Columbia Uni- 
versity. 


Report of Eye-Bank.—The Eye-Bank for Sight Restora- 
tion, inc., at the close of its second year announced in January 
that hospital affiliations in the United States had grown to one 
hundred and fifty and that contributions through membership 
support had increased 50 per cent. Affliate eye banks have been 
established in Boston and New Orleans. Glaucoma clinics and 
other special types of clinics were said to have increased 11: 
number. Dr. R. Townley Paton, vice president of the organiza- 
tion, reported that in two years the eye bank had accepted v0 
eyes from the public and that 90 per cent had been used for 
transplantation. Eyes that could not be certified as suitable for 
the operation were used for research. During the past year tie 
eye bank has supplied corneal material to the Midwest and 
Midsouth and has sent eyes to Ohio, California, Michigan, II!i- 
nois, Pennsylvania and Texas. 


OHIO 


Dr. Kline Given Medal for Research.—Dr. Benjamin S. 
Kline, Cleveland, was given a gold medal in December by 
his associates in Phi Lambda Kappa for his “outstanding work 
in medical research.” Dr. Kline is chief pathologist at Mount 
Sinai Hospital and a member of the faculty at Western Reserve 
University School of Medicine. He is most widely known for 
his development of a simplified slide test for detection of syphilis. 


PENNSYLVANIA 


State Society Honors Centenarian.—The Pennsylvania 
State Medical Society on February 2 presented to Mrs. Bridget 
B. Corcoran, Hawley, a plaque on her one hundred and third 
birthday. Dr. Arno C. Voight, her family physician, made the 
presentation. A native of Lire, Mrs. Corcoran settled in Haw- 
ley in 1868. This is the centennial year of the state medical 


society. 
Philadelphia 
Allergy Society Meeting.—The annual dinner meeting of 
the Philadelphia Allergy Society will be held on Wednesday, 
February 25, 6:20 p.m., at 2001 Parkway. Dr. Bret Ratner 
of New York will be the guest speaker. 


Dr. Yater to Lecture.—Dr. Wallace M. Yater, former!y 
of the Georgetown University School of Medicine, Washington, 
D. C., and director of the Yater Clinic there, will speak on 
“Coronary Artery Disease of Young Men” on February 27 
at the Klahr Auditorium of Hahnemann Medical College. The 
lecture is sponsored by the Beta Zeta Chapter of the Phi Deita 
Epsilon. 

Dr. Shields Warren Speaks on Atomic Energy.—Dr. 
Shields Warren, Boston, delivered the Alpha Omega Alpha 
Annual Lecture at Jefferson Medical College, Philadelphia, 
February 19 at 8:30 p. m. on “Medical Aspects of Atomic 
Energy.” Dr. Warren is director of the division of biology 
and medicine of the Atomic Energy Commission, pathologist 
to the New England Deaconess Hospital and assistant professor 
of pathology at Harvard Medical School. 


Clinic for Practicing Physicians.—The board of managers 
of the Pennsylvania Hospital announced the opening on Februa- 
ary 16 of the Benjamin Franklin Clinic on Ninth Street at 
Pine. The staff consists of chiefs of the various services of the 
Pennsylvania Hospital and their associates. The founding group 
is composed of Drs. Paul A. Bishop, A. Reynolds Crane, Gar- 
field G. Duncan, John B. Flick, Leon Herman, Robert A. Kim- 
brough, Joseph B. VanderVeer and Adolph A. Walkling. The 
clinic is concerned with the medical care of private patients and 
offers diagnostic and consultative aid to practicing physicians. 
Treatment will be undertaken on the request of the referring 
physician. 
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TEXAS 


Installs Chapter at Baylor.—Alpha Kappa Kappa Medi- 
cal Fraternity installed Chapter Beta Upsilon at Baylor 
Medical School, Houston, on January 17. National officers 
officiated at the installation at the Rice Hotel. A banquet 
attended by eighty of the state alumni followed the ceremony. 


Teaching and Research Tuberculosis Unit—The sum of 
$300,000 for a teaching and research unit in tuberculosis wiil 
become available to the University of Texas Medical Branch, 
Galveston, under the terms of the will of the late Mrs. Rosa H. 
Ziegler of Galveston. The Medical Branch has been named 
residual legatee, with the university regents as trustees. Under 
the terms of the will, the unit will be named the Henry and 
Rosa H. Ziegler Tuberculosis Hospital and will afford facilities 
for teaching and research in acute and chronic tuberculous 
conditions. 


Appointed Director of Research.— Dr. Benjamin B. 
Wells, formerly dean of the University of Arkansas School of 
Medicine, Little Rock, has been appointed director of research 
and head of the department of clinical pathology at the Uni- 
versity of Texas, Houston. He was graduated from Baylor 
University College of Medicine, Houston, 1935, and was 
appointed a Mayo Foundation fellow in biochemistry and 
physiology at the University of Minnesota, Minneapolis. In 
1941 he received his Ph.D. from the University of Minnesota, 
Minneapolis, and then studied endocrine physiology at the Car- 
negie Institution of Washington. After forty-two months of 
service in the U. S. Army, he went in 1945 to the University 
of Arkansas School of Medicine, where he was clinical pathol- 
ogist and director of medicine. 


Annual Spring Clinical Conference.—The Dallas Southein 
Clinical Society will hold its seventeenth annual Spring Clinical 
Conference March 15-18 at Hotel Adolphus and the Baker 
Hotel, Dallas. There will be general assemblies, afternoon 
clinics, roundtable conferences, symposiums and a clinical patho- 
logic conference. Guest physicians are F. Bayard Carter, Dur- 
ham, N. C., obstetrics and gynecology; Charles D. Creevy, 
Minneapolis, urology; Frederick A. Davis, Madison, Wis, 
ophthalmology ; Wi.liam Dock, Brooklyn, medicine; Howard K 
Gray, Rochester, Minn., surgery; Charles A. Janeway, Boston, 
pediatrics; Louis H. Newburgh, Ann Arbor, Mich., medicine; 
Reginald H. Smithwick, Boston, surgery; Arthur P. Stout, 
New York, pathology; Oscar Swineford Jr., Charlottesville, 
Va., allergy; W. Walter Wasson, Denver, radiology, and 
Henry L. Williams, Rochester, Minn., otolaryngology. Post- 
graduate lectures will be held from ‘Il am. to 12:15 p.m. 
March 16-18. The registration fee of $20 covers admission to 
all features of the conference. 


WEST VIRGINIA 


Personals.—Dr. James K. Pickens, Charleston, has been 
appointed part time diector of the division of cancer control 
of the state health depaitment, succeeding Dr. Paul R. Gerhardt, 
who recently accepted appoint.. ent as director of the New York 
state division of cancer control at Albany——Dr. Russell B. 
Bailey, Wheeling, who was recently named chairman of the 
executive committee of the West Virginia Cancer Society, has 
been appointed chairman of the West Virginia State Medical 
Association’s cancer committeé to succeed the late Dr. J. Ross 
Hunter, Charleston, and a member of the board of directors of 
the American Cancer Society to fill Dr. Hunter's unexpired 
term——Dr. Robert L. Smith, Charleston, acting director, 
bureau of tuberculosis control, state department of health, 
left February 1 to —“ at the ‘University of Michigan School 
of Public Health. Charles L. A. Wehr, U. S. Public 
Health, San Reue. will succeed Dr. Smith as acting 
director. 

Deadlines for Hospital Construction.—Applications for 
any part of West Virginia’s allocation of $1,555,350 for hos- 
pital and health center construction must be received by dates 
set up by the state health department. Community priority 
AA group must submit applications not later than March 1, 
1948, communities in group A by April 1, group B on or before 
May 1, group C by June | and group D by July 1. This step 
was taken in view of the fact that the state's share of the funds 
appropriated under the provision of the Hill-Burton hospital 
construction act must be used by June 30, 1949. Deadline dates 
do not affect the priority status of any of the hospital service 
areas or the subsequent annual grants. Acording to Dr. New- 
man H. Dyer, state health commissioner, no project may be 
awarded more than 50 per cent of the funds available to the 
whole state in any one year. The state plan for the construction 
of hospitals and health centers has been approved by the State 
Advisory Committee on Hospital Construction. 
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Dr. Day.—The Wisconsin State Board of Health 
and the State Medical Society of Wisconsin sponsored Dr. 
Harper Day, January 31, in honor of Dr. Cornelius A. Harper, 
veteran public health officer. Besides an afternoon program 
commemorating public health progress in Wisconsin, a recep- 
tion was given in honor of Dr. and Mrs. Harper in Madison 
with a dinner in the evening. On the dinner program Dr. Harry 
B. Mustard, Commissioner, New York City Health Department, 
and dean of public health at Columbia University, spoke on 
“The Development of State and Local Health Services.” Offi- 
cials of departments of health of neighboring states were guests 
of honor. Dr. Harper was officially ending his forty-seven years 
of public health service in Wisconsin, thirty-nine of which he 
served as state health officer. A native of Wisconsin, Dr. Har- 
per obtained his medical degree from Columbian Medical Col- 
lege, now George lg ue University Medical School, 
Washington, D. C., in 1893. He was appointed to the state 
board of health in 1901 and in 1904 was made state health 
officer. He carried forward a program of disease prevention, 
promoted health legislation and expanded the department. in 
1943 he resigned as state health officer but was retained as medi- 
cal specialist in public health. Among the valuable services he 
continued to render was the preparation of an authoritative 
history of public health in Wisconsin, being an actual compila- 
tion of the minutes of the State Board of Health since its 


inception in 1876. 
GENERAL 


Personal.— Mildred W. S. Schram, Ph.D., who has served 
the International Cancer Research Foundation as secretary 
since its organization in June 1932, resigned effective January 
15. This foundation was reorganized and renamed the Donner 
Foundation two years ago. 


Medical Public Relations Meeting.—The Council of the 
New England States Medical Societies will meet March 7 from 
1:30 to 5 p.m. at the Copley Plaza Hotel, Boston, to discuss 
“The New England Doctor and His Public.” The. officers of 
every state, county and district medical society in New Eng- 
land, the members of committees on public information, public 
relations, public policy and radio, and any New E ngland physi- 
cian interested in learning more about medical pub.ic relations 
are invited to attend. Consultants will be outstanding specialists 
in radio, press and public health. 

Dietetic Association Award.—An award for outstanding 
accomplishment, including a grant of $1,000, was presented Feb- 
ruary 6 to the American Dietetic Association by the Nutrition 
Foundation, New York. The award. the first of its type to be 
given by the Nutrition Foundation, was authorized by the group’s 
board of trustees for the purpose of giving dietitians greater 
recognition for their professional service to the public. The 
citation read in part, “In recognition of the leadership, inspira- 
tion and diligence of its members in applying and in developing 
the science of nutrition in hospitals, government service, food 
clinics, public health agencies, school lunchrooms, colleges, uni- 
versities and industrial organizations, for the advancement of 
human health.” 


Blood Bank Association Meetings.—At a meeting of the 
executive committee of the American Association of Blood 
Banks in Dallas, Texas, January 31, plans were made for the 
annual meeting in Buffalo, August 26-28, immediately following 
the meeting of the International Hematology Society there. 
The association was organized Nov. 19, 1947, at Dallas (Tue 
JourNAL, Dec. 27, 1947, p. 1161). Membership is of two classes: 
institutional membership is available to ethical, independently 
operating and policy-making, nonprofit institutions, including 
those operated by American Medical Association- registered hos- 
pitals engaged in blood banking. Individual membership is open 
to any person interested in blood banking. Information may be 
obtained from the secretary, American Association of Blood 
Banks, 3301 Junius Street, Dallas, Texas. 


Court Fines Manufacturers of Surgical Bandages.—The 
Attorney General has announced that the district court at Bos- 
ton, February 5, imposed fines totaling $23,001 in a criminal 
antitrust case involving the major manufacturers in the United 
States of surgical bandages. This followed pleas of nolo con- 
tendere by all of the corporate and individual defendants. The 
fines imposed by Judge George Sweeney were as follows: 

Johnson and Johnson, $5,000; Johnson and Johnson Inter- 
national, $5.000; Kendall Co., $5,000; Parke, Davis & Co.,, 
$5,000 ; Earl E. Dickson, vice president, Johnson & Johnson, 
$1,000; L. H. Nichols, manager of hospital dressings, the Ken- 
dall Company, $1,000; Arthur Clapham, director of overseas 
operations, Johnson & Johnson, and president of Johnson & 
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Johnson International, $500; Charles K. Perkins, general sales 
manager, the Kendali Company, $500; E. Briar, secretary and 
foreign sales manager, Parke, Davis & Co., $1. The indictment, 
which was returned Noy. 21, 1946 by a Grand Jury at Boston, 
charged the defendants with a conspiracy to restrain domestic 
and toreign trade through an agreement to fix the prices of 
surgical dressings. Assistant Attorney General John F. Sonnett, 
in charge of the antitrust division, stated: “The defendants in 
this case produced and sold $35,000,000 of surgical dressings. in 
1945, which was about 75 per cent of the total in the United 
States. It is believed that the indictment has already had the 
effect of eliminating restraints in this industry. The fines assessed 
should further encourage genuine competition in this field. It is 
important that purchasers should be able to obtain these indis- 
pensab!e products on reasonable terms.” 

Inter-American Cardiological Congress.— The third 
Inter-American Cardiological Congress, sponsored by Michael 
Reese Hospital, Chicago, will be held in Chicago at the Michael 
Reese Hospital and at the Stevens Hotel from June 13 to 17. 
This congress is under the auspices of the Inter-American Society 
of Cardiology and the National Heart Associations of the West- 
ern Hemisphere. Official members are the delegates chosen by 
the National Heart Associations or, in a country in which there 
is no heart association, by the national medical society. The 
names of proposed delegates must be submitted to the president 
of the congress for approval before appointment can be made. 
Active members are physicians approved by the National Heart 
Associations or in some Latin-American countries by Latin- 
American members of the Inter-American Society of Cardiol- 
ogy’s board of directors. All members outside the Western 
Hemisphere will be appointed by the president of the congress. 
Physicians wishing to participate in the congress are asked to 
fill out an application blank and return it together with the $14 
registration fee to the office of the III] Inter-American Cardio- 
logical Congress, Michael Reese Hosrital, Twenty-Ninth Strect 
and Ellis Avenue, Chicago 16, not later than April 1. The fee 
may be made payable to Dr. Richard Langendorf, secretary. 
Official languages of the Congress will be English, French, 
Portuguese and Spanish. Local cooperating institutions will be 
the Institute of Medicine of Chicago, Chicago Medical Society, 
Chicago Society of Internal Medicine, Chicago Pediatric Socicty 
and the medical schoo's of the universities of Chicago, Illinois, 
Loyola and Northwestern. 

Annual Accident Toll.— The National Safety Council 
reports that 100,000 persons died in accidents during 1947 and 
that 10,500,000 were injured, with the resulting economic cost 
of $6,700,000,000. The 1947 toll is 2 per cent above that for 
1946. Home accidents deposed traffic accidents as the nation's 
number one killer, and all accident classifications except trafic 
and military personnel showed increases. The council pointed 
toa 4 per cent decrease in traffic deaths as the most encourag- 
ing spot in the accident picture despite a 9 per cent increase in 


travel. Deaths from accidents in 1947 as compared to 1946 were 
as follows: 
1947 1946 Change 

Oceupatio:.al (civilian) ....... 17,090 16,500 + 3% 
Public (civilian, not motor vehicle)....... 19,000 17,000 + 12% 
1,600 2,000 — 20% 


The all-accident death rate was 69.7 per hundred thousand popu- 
lation, some of the causes of death being falls, 26,900; burns, 
8,700; drownings, 7,900; firearms, 2,00, and catastrophes in 
which the toll was at least five lives, 2,100. Seven catastrophes 
caused 50 or more deaths—the Texas City explosion, the T exas- 
Oklahoma tornado in April, the Centralia, Ill., coal miue 
explosion, the Gulf Coast hurricane in September and three air- 
line crashes. Traffic accidents caused also about 1,100,000 non- 
fatal injuries. Among cities with 200,000 population, Jackson- 
ville, Fla., showed the largest reduction in traffic fatalities (54 
per cent). The home accident death total was 3 per cent above 
that of 1946. Disabling injuries from home accidents numbered 
000,000, and wage loss, med cal expense and the overhead costs 
of insurance totaled about $700,000,000- There were about 3 per 
cent more deaths from occupational accidents than in 1946. 
While all industrial employment increased about 5 per cent, dis- 
abling injuries from accidents at work numbered about 2,050,060. 
The economic loss from occupational accidents was about 
$2,500,000,000. Coal mine deaths rose to 1,039 in the first eleven 
months of 1947, 22 per cent above the 1946 figure. Railroad 
employee fatalities were 632 in the same period, an increase of 
4 per cent. Fatal airplane accidents in the domestic passenger- 
carrying operations of scheduled air transports numbered six 
with a death toll of 217, including 199 passengers, 17 crew 
members and | other person. 
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Personal.—Dr. Thomas C. Routley, Toronto, has received 
the insignia of Commander, Civil Division of the Most Excellent 
Order of the British Empire (C.B.E.), from His Majesty the 
King. Dr. Routley received the award for his- service during 
World War II at a ceremony held by His Excellency the Gov- 
ernor General of Canada at Government House, Ottawa, Feb- 
ruary 10 

Clinical Meeting.—A clinical evening meeting will be held 
at the Royal Victoria Hospital, Montreal, on March 5, for the 
Montreal Medico-Chirurgical Society. On March 19, Dr. Ber- 
nard B. Raginsky, Montreal, will address the society in its own 
rooms on “Psychosomatic Medicine—Twenty Years’ Experi- 
ence, * and Dr. Fraser B. Gurd, Montreal, will speak on 

“Twenty-Fi ive Ways of Getting Into Trouble Treating Frac- 
tures.’ 

Award for Papers on Shoulder Lesions.—The secretary 
of the Province of Quebec, the Honorable Omer Coté, recently 
almounced the various winners in the literary and _ sc'entific 
competition for 1947. Dr. Herbert F. Moseley of Montreal 
received the first prize of $800 in the field of medicine for his 
series of papers on surgery of shoulder lesions. The winners 
were selected by a jury whose members conveyed their decisions 
in writing to the secretary of the province. 


LATIN AMERICA 


Medical Congress.—The Second Congreso Peruano de 
Cirugia will be held in Lima March 15-20, “under the auspices 
of the government of Peru, with Dr. Alberto Sabogal, president 
Official speakers are: Dr. Guillermo Gastaneta on “Inguinal 
Hernia” ; Dr. Fortunato Quesada on “Assistance of the Trau- 
ma ized in Peru,” and Dr. Carlos Peschiera on “Abscess of the 
Lung.” The fee is $15 (100 gold soles). Information is obtain- 
ab'e from the Committee on Organization, Camana 773, Lima, 
Peru. 

New Medical Journal.—Archivos Argentinos de Kinesiolo- 
gia of Buenos Aires, official organ of the School of Kinesiology 
of the Faculty of Medical Sciences of Buenos Aires, recentiy 
appeared. Drs. Juan M. Nagera and Belisario A. Moreno are 
editor and associate editor, respectively, and Drs. Claudia O. 
Ceci and Armando G. Cotone are assistant editors. ‘Lhe first 
issue of November 1947 includes articles by Drs. Nicanor 
Palacios Costa of Buenos Aires, Pablo I[zaguirre, Carlos Fonso 
Gandolfo, Elena T. de Albino, Juan M. Nagera, Belisario A 
Moreno and Jaime Cateula. 


CORRECTION 


Heparin in Pitkin Menstruum Not Given Intravenously. 
—The answer to the last question on page 333 in THE JouRNAL, 
January 31, staied that heparin may be given subcutaneously or 
intravenously in the Pitkin menstruum. This was an error. 
Heparin may be given subcutaneously or intramuscularly in the 
Pitkin menstruum but not intravenously. 


Marriages 
Rosert JosepH Barrett Jr., Washington, D. C., to Miss 
Agnes Gertrude McGann of Weston, Va., Sept. 20, 1947. 


Lavinia Goutp MacKaye, Ann Arbor, Mich., to Mr. Ezra G. 
Benedict Fox of Tenafly, N. J., at Baltimore recently. 

Water Dick Bicrorp, Port Edwards, Wis., to Miss Frances 
Emilie Hambrick at Glen Wilton, Va., recently. 

Ben O. Stanps, La Fontaine, Ind., to Miss Marjorie Lee 
Powell in Elizabethtown, N. C., 2 

Cuarves H. Lapan, Las Animas, Colo., to Miss Ferne Garon 
of Chicago at Pueblo, Colo., Aug. 31, 1947 

PasguaLe S. Youngstown, 
Catherine Reed of Butler, Nov. 8, 


DonaLp STERLING RAINES, oa N. Y., to Miss Marian 
Reinhardt of Brooklyn, Sept. 20, 


Harry L. Mills, 


Fa to Miss Jeanne 


to Mrs. 


N. Margaret 


Stevens of New York, Dec. 8, 


RaymMonp M. Wetricn to Miss Mary Jane Wallace, both of 
Rochester, N. Y., Sept. 20, 1947. 


MARTIN HERBERT ZWERLING to Miss Nancy Ann Solomon, 
both of Brooklyn, recently. 


Peter Roopy, Astoria, L. L, N. Y., to Miss Lula Athans, 
Sept. 21, 1947. 
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Percy Tilson Magan @ Los Angeles; born in Gorey, Eire, 
Nov. 13, 1867; University of Tennessee College of Medicine, 
Memphis, 1914; became dean and professor of medicine at the 
College of Medical Evangelists, where he served as a trustee 
and professor of public health and in 1934 was appointed head 
of the newly created department of legal and cultural medicine ; 
in 1928 became president at the college, serving until his retire- 
ment and election to the position of president emeritus in 1942; 
professor of history from 1891 to 1901 and dean from 1899 to 
1901 at Battle Creek College; dean of Emmanuel Missionary 
College, Berrien Springs, from 1901 to 1904, when he became 
dean of the Nashville Agricultural Normal Institute at Madi- 
son, Tenn., serving until 1915; an Affiliate Fellow and from 
1927 to 1930 member of the House of Delegates of the Ameri- 
can Medical Association, fellow of the American College of 
Physicians; member of the American Hospital Association, 
National Tuberculosis Association, Southern California Medical 
Association, League for Conservation of Public Health and the 
Society of American Bacteriologists; a trustee of the Los 
Angeles County Medical Association and formerly vice presi- 
dent of the California Medical Association; chairman of the 
anatomy board, southern division, department of public health; 
served as a member of the board of medical examiners; trustee 
of the medical board of los Angeles County General Hospital; 
editor of Health Magazine, died Dec. 16, 1947, aged 80, of heart 
disease. 

Julian Lamar Rawls ® Norfolk, Va.; born in Carrsville, 
Va., July 26, 1881; Medical College of Virginia, Richmond, 
1904; the ninetieth president of the Medical Society of Virginia; 
past president of the Norfolk County Medical Society, the 
Seaboard Medical Association, the Southeastern Surgical Con- 

ress and the Association for the Study of Neoplastic Diseases; 
ellow of the American College of Surgeons; held the rank of 
lieutenant commander in the Naval Reserve from 1933 to 1939 
and later surgeon in the U. S. Public Health Service Reserve; 
in 1941 member of the House of Delegates of the American 
Medical Association; a vice president of the Virginia Cancer 
Foundation; during World War II chairman of the medical 
division of the .procurement and assignment service of the 
Second Congressional District, siree 1910 on the staffs of St. 
Vincent De Paul, the Norfolk General and the Leigh Memorial 
hospitals, and at various times was president of each; was 
largely responsible for the establishment in 1938 of a diagnostic 
tumor clinic; at the time of his death was on the Governor's 
Advisory Legislative Council on Medical Matters; in October 
1947 received the first J. Shelton Horsley Memorial Award of 
Merit, presented by the Virginia Division of the American 
Cancer Society in recognition of his contributions to the cause 
of cancer control; president of the Tidewater Hospital Service 
Association since its inception in 1935; died January 18, aged 66. 

Jefferson Cumley Pennington ® Nashville, Tenn.; born 
in Rockford, Ala., March 8, 1892; Vanderbilt University School 
of Medicine, Nashville, 1923; specialist certified by the Ameri- 
ean Board of Urology, Inc.; president of the Mid-South Post 
Graduate Assembly; past president and one of the founders 
of the Southeastern Urological Association; served as secretary 
and chairman of the urologic section of the Southern Medical 
Association; past president of the Middle Tennessee Medical 
Association; member of the Southeastern Surgical Congress 
and the American Urological Association; fellow of the Ameri- 
can College of Surgeons; served during World War I; instruc- 
tor in clinical urology at the Vanderbilt University School of 
Medicine; affiliated with the Vanderbilt University, Nashville 
General, Prostestant and St. Thomas hospitals; urologist, David- 
son County Tuberculosis Hospital and Florence Crittenton 
Home; consulting urologist to the Central State Hospital; died 
in the Nashville General Hospital Dec. 12, 1947, aged 55, of 
coronary thrombosis. 


William John L. Lyster ® Colonel, U. S. Army, retired, 
Washington, D. C.; born in Detroit on July 9, 1869; Detroit 
College of Medicine, 1894; received the degree of doctor of 

biic health from the University of Pennsylvania, Philadelphia, 
911; fellow of the American College of Surgeons; joined the 
medical corps of the U. S. Army in 1900; served in China and 
on the Mexican border; during World War I was awarded the 
Order of Companion of St. Michael and St. George by the 
British after serving as liaison officer between American and 
English medical forces; later served at various army posts 
throughout the United States; retired Sept. 30, 1941 at his own 
request after thirty years’ service; at one time professor of 
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military science and tactics at the Harvard Medical School in 
Boston; developed the “Lyster Bag” for sterilizing drinking 
water; died May 20, 1947, aged 77, of coronary thrombosis. 

William H. Chaffers, Lewiston, Maine: born in Worcester, 
Mass., 1887; School of Medticine and Surgery of Montreal, 
Faculty of Medicine of the University of Laval at Montreal, 
Canada, 1909; member of the American Medical Association, 
American Academy of Ophthalmology and Otolaryngoloev and 
of the New England Otological and Laryngological Association; 
specialist certified by the American Board of Otolaryngology ; 
formerly a member and at one time chairman of the board of 
education; director of the Manufacturers’ National Bank: affili- 
ated with St. Mary’s General Hospital, where he died Nov. 29, 
1947, aged 60, of coronary thrombosis. 

Arnt Grundtvig Andersen ® Minneapolis; born in Min- 
neapolis Dec. 31, 1881; University of Minnesota College of 
Medicine and Surgery, Minneapolis, 1994; fellow of the Ameri- 
can College of Surgeons; served during World War I; for his 
services during World War I] was awarded the se'ective 
service medal and certificate of merit; affiliated with the 
Lutheran Deaconess and Swedish hospitals: died in the Uni- 
versity Hospital Nov. 1, 1947. aged 66, of air embolism and 
metastatic carcinoma of the liver, following an intestinal resec- 
tion and emergency tracheotomy. 


ames Baird ® Flint, Mich.; Detroit College of Medicine, 
1896 ; affiliated with Hurley. St. Joseph and Women’s hospitals; 
died in Goodrich (Mich.) General Hospital Nov. 20, 1947, aged 
75, of cirrhosis of the liver. 

Angus J. Barter, Tacoma, Wash.; Washington University 
School of Medicine, St. Louis, 1908; member of the American 
Medical Association; died Nov. 13, 1947, aged 72. 

Charles Herbert Bruner @ Greenfield, Ind.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1915; served during 
World War I; for many years president of the city school 
board; member of the city board of health; past president of the 
Hancock County Medical Society; died Nov. 16, 1947, aged 60, 
of myocardial failure. 

Jerome Stuart Chaffee © Sharon, Conn.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1897; fel- 
low of the American College of Surgeons; served as health 
officer and medical examiner; afhliated with the Sharon Hos- 
pital ; died Nov. 26, 1947, aged 74, of carcinoma of the prostate. 

Ralph Edmund Conn, Uniontown, Pa.; Medico-Chirurgical 
College of Philadelphia, 1913; died Nov. 27, 1947, aged 57. 

Charles C. Copeland, North Madison, Ind.; University of 
Louisville (Ky.) Medical Department, 1889; member of the 
American Medical Association; died Nov. 20, 1947, aged 83, 
of heart disease. 

J. Willis Demarest, Hackensack, N. J.; University of 
Louisville (Ky ) School of Meuicine, 1927; member of the 
American Medical Association; city and school physician: 
affiliated with the Hackensack Hospital; died Nov. 18, 1947, 
aged 48, of coronary heart disease. 


James W. Dixon, Golconda, Ill.; College of Physicians and 
Surgeons, Keokuk, Iowa, 1888; served one term as mayor of 
Golconda; died in the Good Samaritan Hospital in Mount Ver- 
non, Nov. 15, 1947, aged 89, of prostatic obstruction and broncho- 
pneumonia. 

William C. Frost, Uniontown, Pa.; University of Pitts- 
burgh School of Medicine, Philadelphia, 1908; died Nov. 26, 
1947, aged 72, of carcinoma of the colon. 


Fortunat Gagnon, Providence, R. IL. (licensed in Rhode 
Island, by years of practice); died Nov. 16, 1947, aged 89, of 
cardiovascular disease. 

Edward Thomas Gallagher, St. Louis; Lincoln Memorial 
University Medical Department, Knoxville, Tenn., 1916; mem- 

r of the American Medical Association; served during World 
War 1; for many years affiliated with the Veterans Adminis- 
tration Hospital in Jefferson Barracks, Mo.; died Nov. 17, 1947, 
aged 70. 

Arthur Edison Gammage ® Rio, IIl.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1906; junior professor 
of gynecology and obstetrics at his alma mater from 1908 to 
1912; served during World War I; from 1919 to 1923 super- 
intendent of the Municipal Contagious Disease Hospital in 
Chicago, where he was on the staffs of the Illinois Masonic 
and Edgewater hospitals; died in Fort Lauderdale, Fla., Dec. 
31, 1947, aged 66. ; 

Dan Fulkerson Glasgow ® Tyrorie, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1909; died Dec. 23, 1947, aged 65, 
of carcinoma. 


136 
948 


570 


Walter Ashley Glines ® San Juan, Puerto Rico; College 
of Physicians and Surgeons, Baltimore, 1906; fellow of the 
American College of Surgeons; served at the Panama Canal 
roject and was decorated by the French government at the 
sat of the century; served during World War I; mem- 
ber of the Insular Board of Health; attending urologist, 
University Hospital of the School of Tropical Medicine, Pres- 
byterian Hospital and the U. S. Public Health Service; died 
at his home in Santurce Nov. 16, 1947, aged 67, of arteriosclerosis. 


Alexander R. Hall @ St. Paul: McGill University Faculty 
of Medicine, Montreal, Canada, 1900: formerly on the faculty 
of the University of Minnesota Medical School, Minneapolis ; 
past president of the Minnesota Academy of Medicine; for 
many years on the staff of Ancker Hospital; died Nov. 27, 
1947, aged 73. 

James Kiah Hamilton ® Alameda, Calif.; Medical Depart- 
ment of the University of California, San Francisco, 1903; an 
Affiliate Fellow of the American Medical Association; past 
president of the Alameda County Medical Society; served in 
France during World War I; for many years member of the 
city board of health; formerly on the staff of the Alameda 
Sanatorium; died Dec. 17, 1947, aged 67, of coronary occlusion. 

Loring Hammer, Luray, Va.; Medical College of Virginia, 
Richmond, 1909; member of the American Medical Association ; 
director of the First National Bank; died in Page Memorial 
Hospital Nov. 23, 1947, aged 64, of chronic nephritis and 
encephalitis. 

Daniel Clyde Hankey ®@ Council Bluffs, lowa; Harvard 
Medical School, Boston, 1915; city health officer; served with 
the American Red Cross in the Balkan countries during World 
War I; affiliated with the Jennie Edmundson Memorial Hos- 
pital; died Nov. 20, 1947, aged 64, of coronary sclerosis. 

Dausa Dow Hartwell, Marion, Ill.; St. Louis College of 
Physicians and Surgeons, 1901; served during World War I; 
died Nov. 18, 1947, aged 69, of cerebral hemorrhage. 

Henry Heiman ®@ New York; College of Physicians and 
Surgeons, medical department of Columbia College, New York, 
1890; formerly professor of pediatrics at the New York Poly- 
clinic Medical School and Hospital; member and formerly vice 
president of the American Pediatric Society; for many years 
affliated with Mount Sinai Hospital, where he died Nov. 16, 
1947, aged 82, of arteriosclerosis. 

Francis Freeman Henderson © Poston; Tufts College 
Medical School, Boston, 1911; affiliated with the Boston City 
Hospital ; died in Milton Nov. 20, 1947, aged 61, of acute cardiac 
dilatation and diabetes mellitus. 


James Isaac Huggins ® Bowling Green, Ky.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 1901; died 
Nov. 19, 1947, aged 75, of myocarditis. 

Ethan Alexander Ish, Waterloo, Ind.; Chicago College of 
Medicine and Surgery, 1909; member of the American Medi- 
cal Association; served during World War I; died Nov. 19, 
1947, aged 70, of cardiac decompensation and hypertension. 


Oliver M. Johnson, Water Valley, Ky.; Eclectic Medical 
Institute, Cincinnati, 1885; died in Fulton Nov. 24, 1947, aged 
85, of pneumonia. 


Samuel Edward Johnson, Tampa, Fla.; Meharry Medical 
College, Nashville, Tenn., 1908; died recently, aged 66. 

William Charles Keller, Philadelphia; Medico-Chirurgical 
College of Philadelphia, 1915; member of the American Medical 
Association; served during World Wars | and II; affiiated 
with the Philadelphia General Hospital; died in the U. S. Naval 
Hospital Nov. 21, 1947, aged 56, of heart disease. 

Walter Norwood Keylor, Leacock, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1897; 
member of the American Medical Association; served during 
World War |; died in Lancaster (Pa.) General Hospital Noy. 
6, 1947, aged 79. 

Avery Ionial Lewis, Mouthcard, Ky.; Tennessee Medical 
College, Knoxville, Tenn., 1908; died in the Eastern State Hos- 
pital in Lexington Nov. 20, 1947, aged 72, of hypostatic pneu- 
monia. 

Edward Orton Little, Indianapolis; State College of Phy- 
sicians and Surgeons, Indianapolis, 1907; served during World 
War I; for many years athliated with various Veterans 
Administration hospitals; died at his home in Danville, Ind., 
Noy. 18, 1947, aged 69, of adenocarcinoma of the gallbladder. 

Ignazio B. Loncao, Brooklyn; Regia Universita degli Studi 
di Palermo, Facolta di Medicina e Chirurgia, Italy, 1897; died 
in Bethany Deaconess Hospital Nov. 21, 1947, aged 75. 
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Samuel McKee Lougeay ® Belleville, Ill.; Barnes Medical 
College, St. Louis, 1899; veteran of the Spanish-American War; 
died Nov. 22, 1947, aged 77, of coronary occlusion. 

Charles Allen McDonald ® Columbus, Ohio; Chicago Col- 
lege of Medicine and Surgery, 1913; a medical officer during 
World War I; assistant medical examiner for the Pennsylvania 
Railroad; member of the Columbus Academy of Medicine; died 
Nov. 23, 1947, aged 62, of hypertension and diabetes mellitus. 

Ray Thomas McDonald ® Bridgton, Maine; Tufts College 
Medical School, Boston, 1918; member of the Massachusetts 
Medical Society; served as senior medical officer at Lawrence 
Memorial Hospital in Medford; died Dec. 5, 1947, aged 61, of 
coronary thrombosis. 

John Quincy McDougald ® Philadelphia; Leonard Medical 
School, Raleigh, 1897; affiliated with the Frederick Douglass 
Memorial Hospital; died recently, aged 78. 

James Franklin MacGeagh, Detroit; Detroit College of 
Medicine, 1904; died recently, aged 76. 

Edwin Robert McGrath, Cincinnati; Medical College of 
Ohio, Cincinnati, 1902; served during World War I; for many 
years district health officer ; died in the Veterans Administration 
Hospital in Dayton recently, aged 67. 

Donald Edward MacIntyre, Kimball, W. Va.; Hahnemann 
Medical College and Hospital of Philadelphia, 1941; interned 
at Homeopathic Hospital in Providence, R. I.; served during 
World War II; killed in an airplane accident at Ward, Nov. 9, 
1947, aged 32. 

William Chalmers Mount, Kirklin, Ind.; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1905; member of the American Medical 
Association ; affiliated with the Clinton County Hospital, Frank- 
fort; died Nov. 24, 1947, aged 68, of coronary occlusion. 

Alfred Shelton Oliver Jr. ® Imola, Calif.; Rush Medical 
College, Chicago, 1905; at one time medical superintendent of 
Eastern State Hospital at Medical Lake; affiliated with Napa 
State Hospital; specialist certified by the American Board of 
Psychiatry and Neurology; died Nov. 23, 1947, aged 66, of 
cerebral hemorrhage. 

Antony Parsons ® Valley, Neb.; John A. Creighton Medi- 
cal College. Omaha, 1910; at one time a medical missionary in 
the Belgian Congo; for many years served on the school board; 
died Nov. 25, 1947, aged 70, of coronary disease. 

William Parsons, Green Castle, Mo.; American Medical 
College, St. Louis, 1890; died Nov. 20, 1947, aged 85. 

James Frank Paulin, Oak Park, IIll.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1894; died Nov. 13 
1947, aged 74, of chronic myocarditis. 

Arthur A. Salvin © New York; Universitat Zurich Medi- 
zinische Fakultat, Switzerland, 1911; fellow of the American 
College of Surgeons; affiliated with Sydenham Hospital, where 
he died Nov. 19, 1947, aged 66. 

Emanuel John Senn, Chicago; Rush Medical College, Chi- 
cago, 1893; son of the late Dr. Nicholas Senn; member of the 
Chicago Surgical Society; formerly on the faculty of his alma 
mater as associate professor of surgery and the staff of Presby- 
terian Hospital; served during World War I; died Dec. 14, 
1947, aged 78, of coronary occlusion. 

Charles Edwin Spencer, Verona, Miss.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1907; served 
during World War I; died recently, aged 63, of pulmonary 
carcinoma. 

Jack Harold Tritt, Fort William, Ontario, Canada; Uni- 
versity of Toronto Faculty of Medicine, Toronto, 1940; resident 
physician at the Jewish Hospital in St. Louis; died suddenly, 
Nov. 18, 1947, aged 31. 

Ralph Arthur Voigt, Hot Springs National Park, Ark.; 
St. Louis College of Physicians and Surgeons, 1918; died Nov. 
8, 1947, aged 50. 

Rome Maynard Webster, Dayton, Ohio; Hahnemann 
Medical College and Hospital of Philadelphia, 1907; member 
of the American Medical Association; on the consulting staff 
of the Miami Valley Hospital; died Nov. 25, 1947, aged 64, of 
carcinoma of the thyroid. 

Carl W. Wilson, Fredonia, Kan.; Kansas Medical Col- 
lege, Medical Department of Washburn College, Topeka, 1899; 
died recently, aged 77, of carcinoma. 

Roy Alvin Zink ® Tulsa, Okla.; Kansas City (Mo.) Col- 
lege of Medicine and Surgery, 1918; member of the staff of 
the Hillcrest Memorial Hospital; died Dec. 13, 1947, aged 53, 
as a result of accidental gunshot wounds incurred while clean- 
ing a gun preparatory to a hunting expedition. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
Jan. 28, 1948. 


Collision With the Government Over the 
National Health Service 

The stage seems fully set for a head-on collision of the British 
Medical Association with the government over the National 
Health Service Act. As shown in previous letters to THE 
Journat, Mr. Bevan, the minister of health, has not made any 
concessions on the objections made by the representatives of the 
medical profession but has confined himself to offering modifi- 
cations of the act if shown to be necessary in its working. The 
dominant objection is that the aim of the government is the 
nationalization of the practice of medicine and that the act is 
only a beginning of this process. The socialist government's 
avowed policy is nationalization of industries, and it has already 
accomplished this in the case of the Bank of England, the coal 
mines and the railways; it is preparing to nationalize the iron 
and steel industries. The government wants to nationalize the 
medical profession, but the physicians strongly object. Doctors 
do not want to lose their freedom and become state officials. 
They would lose even the right of medical publication, for a 
state official can publish nothing relating to his work without 
permission from his superiors. 

The form of a plebiscite of 56,000 doctors of the British 
Medical Association on January 31 is in three sections: 

1. “I approve/disapprove of the National Health Service Act 
in its present form. 

2. “I am in favor/I am not in favor of accepting service under 
the Act in its present form. 

3. “I agree to abide by the decision of the majority and under- 
take not to enter the service if the answers on question 2 reveal 


a majority against the undertaking as defined in paragraph 4 


accompanying the plebiscite form.” According to this, if the 
votes of consultants and specialists (not holding full time salaried 
posts) and general practitioners show a majority against accept- 
ing service under the act, and if the majority includes approxi- 
mately 13,000 general practitioners of the estimated 20,500 (about 
two-thirds), the British Medical Association will advise its mem- 
bers not to enter into any contract under the act in its present 
form but to continue their service to patients and other profes- 
sional work. 

The correspondence columns of the British Medical Journal 
are full of letters against the act in its present form. In an 
editorial entitled “Why be Fearful?” readers are informed that 
the association has substantial funds to aid a doctor who votes 
against acceptance to overcome temporary difficulties. Dr. Dain, 
chairman of the council of the medical association, states that 
the act is directed toward the establishment of full time state 
medical service. The state will have a monopoly of all hospitals, 
and the private ownership of practices is to be abolished. The 
medical profession holds that a full time service will be harmful 
to medicine, and therefore to the public. The doctor can never 
give his best to the individual patient unless he feels that he 
has full responsibility for his own actions. 


Censorship on Medical Publication Under the 
National Health Service Act 
A surgeon of literary eminence, Mr. Johnston Abraham, has 
called attention in the British Medical Journal to the danger of 
government consorship of medical writings if doctors become 
servants of the state in the National Health Service. This 
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already exists in the Ministry of Education, under which no 
official is permitted to write educational books unless express 
permission has been given. In medicine such a situation would 
be disastrous, for articles or books criticizing official lines of 
treatment might be frowned on, held up or even suppressed. 
The danger pointed out by Mr. Abraham is confirmed by Mr. 
R. F. West, chairman of the medical group of the Publishers 
Association. He describes it as a matter of first importance, 
not merely to the medical profession but to the nation, that the 
doctor should be free to publish. In the House of Commons 
the question was asked: ‘What are the general principles under 
which state employees are allowed or forbidden for payment 
to write for publication on technical matters peculiar to their 
specialization?” To this the financial secretary to the treasury 
replied: “A Crown servant must obtain the consent of the head 
of his department for the publication of any work the subject 
matter of which is connected with his official duties or those of 
other public servants. In cases where the work is considered 
to owe its value exclusively to the author's ability and research, 
no special arrangements are made. In other cases the govern- 
ment may either arrange for official publication or stipulate that 
copies should be supplied for the public service at a special rate. 
These rules apply to the ministry of health. No rules have yet 
been made for employees under the ministry of health.” This 
reply leaves the position of the doctor to be employed under the 
National Service Act somewhat obscure. If he is classified as 
a crown servant he will apparently seldom, if ever, be entirely 
free to write, and there is considerable danger that regula- 
tions will be laid down similar to those for other government 
employees. These would bring to an end the present freedom 
of expression of medical opinion, 


Health of London Children Improved 
Despite War Shortages 

Sir Allen Daley, medical officer and school medical officer of 
the London County Council, stated in his report for 1946, which 
has recently been published, that in spite of difficulties and short- 
ages due to the war the school children of London had not 
suffered in health. Indeed, there was a higher percentage whose 
health was recorded as excellent—17.96 per cent in 1946 com- 
pared with 16.24 per cent in the prewar year of 1938—and a 
lower proportion of children was assessed by the school doctors. 
to be in a state of subnormal nutrition—5.58 per cent subnormal 
and 0.04 per cent bad in 1946 compared to 6.50 and 0.06 per 
cent in 1938. Also there was a lower incidence in children of 
pathologic conditions of the ear, nose and throat and a smaller 
incidence of dental defects. In each age group there was in 
1946 a higher proportion of children with normal eyesight. The 
reason for this improvement, which began with the war and has 
persisted, is not known. The incidence of cardiac defects in 1946 
was half that recorded in 1938, and there appeared to be a 
decrease in the incidence of juvenile rheumatism. This report 
bears out the statement in a previous letter that the sensational 
attempts to suggest that the British people are being starved are 
unfounded. It is of interest that this improvement in the health 
of children runs parallel with a general improvement in vital 
statistics. 

Traveling Professor of Surgery 

Sir Hugh Cairns, Nuffield professor of surgery at Oxford, 
left England Dec. 23, 1947, for a three months’ visit to Australia 
and New Zealand as the first Arthur Sims traveling professor. 
He will deliver lectures and take part in research and post- 
graduate teaching. It is also being arranged for him to visit the 
principal medical centers of South Africa next summer. It is 
confidently hoped that this traveling professorship will not only 
do much to stimulate the development of surgery but will also 
prove a further valuable link between the nations of the British 
Commonwealth. 
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BRAZIL 
(From Our Regular Correspondent) 
Rio pe JANEIRO, Jan. 3, 1948. 


Precipitin Reaction for the Diagnosis of 
American Trypanosomiasis 

Dr. Julio Muniz, head, Division of Parasitology, Oswaldo 
Cruz Institute, has undertaken in the past three years experi- 
mental studies designed to improve the diagnosis of American 
trypanosomiasis. The last report of his work stresses the prac- 
tical value of the simple technic of the precipitin reaction for 
the diagnosis of acute and subacute forms of the disease. In 
his first paper Dr. Muniz had reported that in human cases of 
American trypanosomiasis there is a great concentration of anti- 
bodies (amboceptor, agglutinins and precipitins), with a maxi- 
mum during the acute stage and a progressive and steady decline 
with the passage to the chronic stage. This decline coincides 
with a definite diminution in the number of parasites in the 
blood stream. A similar study in rhesus monkeys experimen- 
tally infected revealed that a variable amount of those antibodies 
already existed in the incubation stage of the disease. The study 
included 255 human cases, 22 of which still were in the acute 
stage. Dr. Muniz’ second paper reported the use, for the first 
time with protozoa, of the Fuller technic for the extraction of 
polysaccharides from bacteria. Using culture forms of Tripano- 
soma cruzi, he was able to extract a fraction that behaved as 
a good precipitinogen, which had a high holding power when 
employed as an antigen for the complement fixation reaction. 

Dr. Muniz’ last paper reports the results obtained in 21 new 
cases of the acute form of the disease, all from the county of 
Bambuhy, state of Minas Geraes, in addition to the 22 previously 
discussed. The extraction method was described in the first 
report (Muniz, J., and de Freitas, G.: Mem. Inst. Oswaldo Cruz 
41:303, 1944). In its immunologic characteristics the American 
trypanosomiasis greatly differs from all other human diseases 
caused by protozoa, since in none of them has so strong a 
humoral immunity ever been demonstrated as the one presented 
by acute cases of trypanosomiasis. In all the 33 cases studied 
by Muniz the precipitin reaction was positive and was still fairly 
strong three and four months after the onset of the acute stage. 
This fact is important in diagnosis, particularly when one con- 
siders that American trypanosomiasis is a parasitic disease whose 
acute stage can evolve without pronounced symptoms and thus 
be unnoticed even by the patient himself. Another relevant point 
is the disproportion between the small number of cases diag- 
nosed during the acute stage and the much larger number of 
those identified in the chronic stage through serologic reactions. 
The acute cases are diagnosed as a rule by direct demonstration 
of the parasites in the blood stream or by tiresome methods 
such as culture, inoculations and the xenodiagnostic test. 

As a result of his careful study, Dr. Muniz emphasizes the fol- 
lowing advantages of the precipitin reaction: (1) simple technic; 
(2) long lasting and stable precipitinogen; (3) small amount of 
serum needed for the reaction (0.1 cc. for the reaction tube and 
0.1 cc. for the control tube); (4) immediate results, since most 
of the serums react within one or two minutes; (5) complete 
specificity, because, although the T. cruzi precipitinogen may 
react with immune serums prepared in rabbit with samples of 
the various species of Leishmania (as disclosed in the author’s 
second report), this does not occur with serums from patients 
with cutaneous and visceral American leishmaniasis, owing to 
the low concentration of antibodies; (6) useful as an index of 
the degree of humoral immunity, because as a rule it occurs 
when the agglutination power of the serum is above 1: 500; 
(7) useful as an index of the activity of the parasite, as is the 
case in the acute and subacute forms of the disease, since the 
humoral immunity is almost always well correlated with that 
activity, and (8) extremely useful in epidemiologic surveys, for 
the easy detection of active cases. 


LETTERS Feb 21. 1948 
Treatment of Leprosy 

The Sociedade Paulista de Leprologia has published the results 

€ an in experiment on the treatment of leprosy by 

i henylsulfone derivatives (‘“diasone” and, “promin”) 
performed by Drs. L. Souza Lima, G. Castro Cerqueira and 
Renato P. Braga at the Santo Angelo and the Padre Bento 
leprosariums of the Sao Paulo State Department of Health and 
involving more than 1,000 patients. The criteria to appraise the 
results were clinical, histopathologic and bacilloscopic. 

From the clinical point of view, the authors stress that these 
drugs are well tolerated by patients with all forms of leprosy 
and of all ages, so that the treatment is without danger with 
a minimum of precautions. At the same time these agents are 
extremely active in the treatment of leprosy, although it is not 
yet possible to affirm how far this activity goes. The most 
important clinical facts are the almost immediate halting of 
the progressive evolution of the disease, with subsequent regres- 
sion of the cutaneous manifestations and rapid involution of the 
ree involvement. The efficient and rapid action of the 

diphenylsulfone derivatives against the specific involve- 
ment of the bien: -naso-pharyngo-laryngeal mucosae, leading to 
dysphonia, aphonia and respiratory difficulties necessitating 
emergency tracheotomy, is sufficient evidence to commend the 
use of these drugs. The same conclusion is expressed by the 
authors in reference to specific lesions of the eyes, which may 
lead to complete blindness. From the histopathologic point of 
view the most important fact is the finding of tuberculoid struc- 
tures in patients with lepromatous lesions who showed exacer- 
bation of the cutaneous symptoms at the beginning of treatment. 
This seems to demonstrate a systemic participation in the regres- 
sion of the process and a progressive degeneration of the initial 
lepromatous structures toward chronic inflammatory structures 
without a specific character in the patients who did not show 
the exacerbation. The structural changes found in biopsy speci- 
mens taken in different stages of the regressive process seem to 
point out the probable bacteriolytic action of the diaminodi- 
phenylsulfone drugs on Mycobacterium leprae, either in histo- 
logic specimens or in smears, in the distinct stages of the 
treatment by diaminodiphenylsulfone compounds. Moreover, sub- 
sequent disappearance of the organisms in a great number of 
cases offers every probable proof of a bacteriostatic action of 
the drugs. 

The authors say that the clinical evidence, the regression of 
cutaneous manifestations and the bacilloscopic findings in 93 per 
cent of the leprous patients subjected to the treatment indicate 
that these drugs are, at present, the most efficient therapeutic 
resources for the treatment of leprous persons. 


Normal Protein Concentration in Blood 


Drs. Luis C. Fonseca, Armando V. Rotondi and Francisco 
J. Schmidt, of the Paulista Medical School, Sao Paulo, have 
published the results of the determination of the total and frac- 
tional protein blood concentration in 110 men. The subjects 
were healthy young adults from 20 to 24 years of age, subjected 
to a standard diet containing at least 1 Gm. of protein per 
kilogram of body weight, 55 per cent of ‘the proteins being of 
animal orjgin. The two great fractions of blood proteins—the 
albumins and the globulins—were determined by the refracto- 
metric method after Robertson, and the sum of the two frac- 
tions was taken as the total of proteins. The variation of the 
protein concentration was found to be as follows: Total proteins: 
average 78.3 Gm. per liter, standard deviation 5.2 Gm. per liter; 
albumins: average 56.9 Gm., standard deviation 6.3 Gm.; globu- 
lins: average 21.3 Gm., standard deviation 3.8 Gm.; ratio albu- 
min: globulin: average 2.8, standard deviation 0.76. 
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HEPARINEMIA IN BLOOD DYSCRASIAS 


To the Editor:—The studies of Drs. J. G. Allen, L. O. Jacob- 
son and their associates at the Argonne National Laboratory on 
the mechanism of the hemorrhagic phases of thrombopenia, leu- 
kemia and radiation morbidity were the subject of recent editorial 
comment (THE JouRNAL, Dec. 27, 1947, p. 1156) but neither 
in the editorial nor im the publications cited was there mention 
of the significant pioneer work of M. Volkert and E. Hertel 
(Ugesk. f. laeger 31:781-786 [Aug. 5] 1943), who demonstrated 
the relationship of heparinemia to the hemorrhagic phases of the 
malignant hematologic dyscrasias, certain human atopies and 
certain instances of hepatopathy. The oversight was excusable, 
inasmuch as wartime inaccessibility of foreign periodicals and 
their abstracts led to an almost complete reduplication of Volkert 
and Hertel's work by the group with which I was associated at 
Halloran General Hospital before we were aware of it. In the 
latest report of the Chicago investigators (Allen, J. G.; Sander- 
son, M.; Milham, M.; Kirschon, A., and Jacobson, L. O.: 
J. Exper. Med. 87:71-85 [Jan.] 1948) on heparinemia, they 
interrogate the subject noun of their title. 


With the hope of casting some light on the rather intricate 
relationship of heparinemia to a certain type of hemorrhagic 
diathesis I should like to outline the synthesis of a broad concept 
which has been previously elaborated but which has lain fallow 
in official files for almost two years. Its enunciation is not only 
justified because of the apparent confirmation rendered to the 
superb studies of Allen and associates but also for the possibility 
of the earlier general application of their results to a broad 
segment of the hematologic dyscrasias. About 40 per cent of 
patients with acute leukemia die solely as the result of what 
should now be a tractable form of hemorrhage: heparinemic 
extravasation. 


Our own studies in this field (1) confirmed the probable iden- 
tity with heparin of the anticoagulant described by Volkert and 
Hertel as well as by Allen and co-workers; (2) indicated that 
the additional factor whose absence from the blood in heparin- 
emic extravasation was implied by both groups of investigators 
was probably the blood cholinesterases, and (3) permitted the 
nosologic unification of a set of apparently etiologically diverse 
conditions, among which may be incorporated the acute and 
terminal chronic leukoses, thrombopenic purpura, aplastic and 
agenetic anemias, anaphylaxis and radiation morbidity and some 
instances of “dicumarol” intoxication, all of which have the 
propensity for culmination in heparinemic extravasation through 
a common pathodynamic modulus exactly comparable to that 
exhibited by laboratory animals subjected to peptone shock and 
which we termed the “atopic-exudative” syndrome (Science 104: 
449 [Nov. 8] 1946). The elaboration of these points is as 
follows : 


1. Volkert and Hertel concluded that the anticoagulant found 
in the blood of leukemic patients and subjects with pernicious 
anemia or allergies, like heparin, raised the antithrombic titers 
of such bloods. Allen and associates found that toluidine blue 
restored the coagulability to thrombopenic and leukotic bloods. 
Our own indication of the heparin-like nature of the anticoagu- 
lant in the blood of acute leukemic patients and those with 
allergic or thrombopenic purpura was based on the property of 
the plasmas of such bloods, like heparin, to dissociate the rates 
of precipitation of the agglutinative, the filar and the gelatinous 
components of normal plasma clot. Globin or human platelet 
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thromboplastin was found to restore the coagulability to hepar- 
inized blood or to the blood of persons in terminal stages of 
acute leukemia. 


2. Invariably, when heparinemic extravasation occurred in any 
condition other than the therapeutic administration of heparin, 
it was accompanied by a demonstrable drop in the blood cholin- 
esterase, particularly the erythrocytic fraction. Estrapenia (as 
this diminution is termed) without heparinemia is a common 
finding; the converse has not been encountered by us in any 
case of surgical or anaphylactic shock, overwhelming infection, 
aplastic anemia, agranulocytosis, leukemia, thrombopenic pur- 
pura, pemphigus or radiation morbidity. 


3. The last enumerated conditions have as a common feature, 
in addition to heparinemic extravasation propensity, that they 
are all attended by temporary or protracted failure of erythro- 
poiesis wih consequent failure of erythrocyte cholinesterase pro- 
duction; many of their clinical features resemble intoxication by 
the known cholinergics, acetylcholine and histamine. Whether 
the fall in blood cholinesterase that likewise characterizes them 
is an accidental concomitant of this cholinergic in:oxication or, 
as we believe, its determinant remains to be established. 


Rosert D. Barnarp, M.D., 
Laurelton, Long Island, 
New York. 


INTERNATIONAL MEDICAL SCHOOL 


To the Editor:—In view of the development of a United 
Nations World Health Organization and a World Medical 
Organization, is not the next logical step the establishment of 
an International Medical School? To export medical knowledge 
by training foreign students could eventually save more lives 
than any other form of relief and would constitute one product 
of Western civilization whose moral value could not be ques- 
tioned. Common humanity demands that we share this part of 
our security much as we are sharing our food. 


The few foreign students graduating from our medical schools 
at present amount to only a trickle compared to the world need. 
Colonial medicine and the Rockefeller Foundation have attacked 
this problem and demonstrated what can be done. Medical 
missionaries like Seagrave and Schweitzer have publicized the 
opportunities of medical service in the tropics but lack civil 
authority and the possibility of perpetuating their efforts. Only 
a larger group of well trained indigenous medical graduates can 
assure the development of medical centers necessary to continued 
modern medical practice. 


Could not the American Medical Association in cooperation 
with the World Health Organization explore the field and con- 
sider the feasibility of developing a medical school exclusively 
for foreign students in one of the larger cities, preferably in a 
warm climate? Certainly such a project should pay off in good 
will to say nothing of the creation of an international market 
for medical supplies which apparently only the western hemi- 
sphere will have the industrial equipment to produce. 


And finally, in this air age knowledge of what diseases con- 
tinue to exist in other parts of the world only a few hours away 
by plane has become important to us. So well have our armed 
forces advertised Western medicine around the earth that this 
should be one bill of goods that could be sold to those peoples 
and nations who must finance the undertaking and produce the 
students. 

Mert G. Corvin, M.D., Williamsport, Pa. 
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Evidence: Testimony of Physician Based on Case 
History Given for Testimonial Rather Than Treatment 
Purposes.—The defendant was convicted in a bastardy pro- 
ceeding and appealed to the Court of Appeals of Maryland. 

The defendant contended that he was physically incapable of 
reproducing at the time of the alleged offense and argued, on 
appeal, that certain medical evidence offered by him had been 
improperly excluded. At the trial the defendant testified that 
he had had “a bad case” of gonorrhea about ten years prior 
thereto and that it had lasted about six months. He then 
testified that on the day of the trial he had submitted to a 
“sterilization examination and diagnosis” by a physician-patholo- 
gist and that he gave the physician his “full case history with 
respect to gonorrhea” and answered all the questions that were 
asked. With the exception of this testimony, there was no 
evidence as to what “case history” he gave the physician or 
what questions the physician asked him. 

We think, said the court, that all questions to the physician 
relating to the defendant's “case history” were properly excluded. 
Medical testimony based on statements by “patients” who 
are not patients may be excluded. “It may be seen that, 
when attended by a physician for the purpose of treatment, there 
is a strong inducement for the patient to speak truly of his 
pains and sufferings, while it may be otherwise when medically 
examined for the purpose of creating evidence in his own behalf.” 
The defendant, said the court, was not seeking treatment and 
cure at the time of the examination in question. In the case 
of a bona fide patient the physician may be better able than the 
patient to remember the material facts of the “case history.” 
In the case at bar, however, said the court, the “case history” 
was ten years old and the defendant was examined by the 
physican on the day of the trial. There are many decisions, 
concluded the court, excluding such testimony. 

Because of the exclusion of certain medical testimony not 
relating to the “case history,” however, the judgment of convic- 
tion was reversed and the case remanded for a new trial.— 
Parker v. State, 55 A. (2d) 784 (Md., 1947). 


Narcotic Violations: Statute of Limitations and Suf- 
ficiency of Evidence.—The defendant was convicted for two 
violations of narcotics laws. He accordingly appealed to the 
circuit court of appeals, eighth circuit. 

The defendant was a physician practicing in a small Arkansas 
town of 600 to 800 inhabitants. He filled his own prescriptions 
and had duly paid the special tax and made the registration 
necessary for dispensing or administering narcotics medicinally. 
One of the counts on which he was found guilty charged that 
he had sold to persons, in quantities unknown, a specified gross 
amount of morphine sulfate cubes, morphine sulfate tablets 
and tincture of opium, not in good faith, not in the course of 
his professional practice and not in pursuance of the written 
orders of such persons on the required form. The other 
count charged that between certain dates the defendant, by 
means of forms issued by the government for that purpose, 
obtained certain drugs for purposes other than the use, sale 
or distribution by him in the conduct of a lawful business in 
said drugs or in the legitimate practice of his profession. 

The first question for determination was whether any of the 


illegal sales charged in these two counts were barred by the 


statute of limitations. The indictment was returned on Sept. 9, 
1946. It charged offenses extending from June 21, 1943 to 
May 10, 1945. Illegal sales of narcotics, or uses of order forms 
to obtain narcotics for unlawful purposes, are subject to the 
general three year statute of limitations provided for in the 
Internal Revenue Code. Each separate sale of narcotics or each 
separate use of an erder form to obtain narcotics, unlawfully 
made, is a distinct offense under the statute. Such sales or 
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uses of order forms, though multiplied, do not canstitute a 
continuous offense, for the narcotics act does not create the 
offense of engaging in the business of selling the forbidden 
drugs but only penalizes sales made in the absence of the 
qualifying requirements. We therefore think that the trial 
court erred, said the circuit court of appeals, in allowing the 
jury to consider and return a verdict on the basis of any illegal 
sales or any illegal uses of order forms which had occurred 
prior to Sept. 10, 1943, the start of the three year period. 

The defendant also contended that certain other evidence was 
erroneously admitted. A witness from one of the largest 
pharmaceutical houses in the country was permitted to testify 
that the number of morphine tablets purchased by the average 
physician was from two hundred to five hundred 4% grain (15 
mg.) tablets per year. A physician with a general country 
practice in a locality in Arkansas comparable to that in which 
defendant resided, who detailed the nature and extent of his 
practice, was permitted to testify to the amount of morphine 
tablets which it was necessary for him to purchase in his 
practice during the period covered by the indictment. Similar 
testimony by a number of other representative physicians in 
the state was admitted, some of whom filled their own prescrip- 
tions and some of whom did not, but all of whom sufficiently 
detailed the nature of their practice and the uses they made 
of the drug to afford the jury a fair opportunity for comparison. 
One of the physicians who did not fill his own prescriptions 
testified in effect that substantially all his prescriptions were 
taken to and filled by a certain druggist, and this druggist 
Was permitted to testify to the number of the doctor's narcotic 
prescriptions during the period. A pharmacist from a drug 
store serving approximately ten thousand persons was permitted 
to testify that the ratio of general medical prescriptions in the 
store to prescriptions containing narcotics ran 9 to 1. 

We think, said the court, that all this evidence was competent 
and of probative value. During the period covered by the 
indictment, the defendant was shown to have bought narcotics 
equivalent to a total of 45,708 4 grain (15 mg.) doses of 
morphine sulfate, which would have enabled him to dispense 
or administer narcotics in that time equivalent to more than 69 
\% grain (15 mg.) doses of morphine sulfate per day. There was 
evidence that the ordinary dose of morphine sulfate was 4 grain 
(15 mg.). In the technical field involved it was proper to admit 
evidence from which the significance of the various figures 
brought out during the trail could be evalued by the jury through 
practical, relevant and fair comparisons. Such evidence as is 
referred to in the foregoing statement has been recognized as 
proper in a number of narcotics cases. 

Complaint was also made of other evidence admitted by the 
trial court. A physician was permitted to answer the following 
question: “In your opinion, can a reputable physician in a 
town of several hundred people dispense and administer in a 
period of twenty-three months, in the course of a bona fide 
practice only, as much as 35,000 4% grain (15 mg.) tablets of 
morphine sulfate?” This question was fundamentally objection- 
able, said the court of appeals, as an attempt to get before the 
jury the fact, even though not in express terms, that in the 
opinion of the witness the defendant was guilty. The purpose 
and effect of the question was to have the physician, with his 
professional prestige, advise the jury that he thought a physician 
who ordered and used that much narcotics within the period 
involved was making an illegal disposition of the drugs. There 
was no reason to allow the witness to express his opinion on 
the question asked, either as a matter of lack of other proof 
of the fact involved or as a necessary aid in understanding such 
other proof, and the admission of the opinion as evidence was 
in the opinion of the court prejudicial. 

Finally, witnesses from different wholesale drug companies, 
from which defendant had purchased narcotics, were permitted 
to testify that, if the company which the particular witness 
represented had received orders from the defendant for all the 
narcotics which he purchased, it would not have filled the 
orders. The question was improper, said the court.- It was 
directed specifically to what those particular drug companies 
would have done in the defendant’s case, not to a general trade 
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practice, and so merely served the purpose of pointing the 
finger at the defendant rather than of indicating any general 
fact. 

Because of errors in the admission of evidence and because of 
the bar of the statute of limitations with reference to some 
of the offenses testified to, the judgment of the trial court was 


reversed and the case was remanded for a new trial.—Wesson 


v. United States, 164 F, (2d) 50 (1947). 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
EXAMINING BOARDS IN SPECIALTIES 


Examinations of the National Board of Medical Examiners and the 
Examining Boards in Specialties were published in Tue Journat, 
Feb. 14, page 491. 


BOARDS OF MEDICAL EXAMINERS 
AMA: Examination, 22-24, 

D. “3 “Gal, 519 Dexter Ave., Montgome 
ALASKA: * Juneau, March 2. Sec., . 

Juneau. 

ARKANSAS: * Examination, Little Rock, 
of the Arkansas Medical Society, Dr. 
Eclectic: Little Rock, June 3. Sec., Dr. 


1948. Sec., Dr. 
=. M. Whitehead, Box 140, 


une 3-4. Sec., Medical Board 
Kosminsky, Texarkana. 
C. 
Little Rock. 


Young, 1415 Main St., 

CaLirornia: Oral. San Francisco, June 5-6; Los Angeles, Feb. 28-29. 
Written Lxamination. Los Angeles, Mareh 1-4. Oral and Clinical 
nation for Forcign Graduates, Los Angeles, Feb. 29; San Francisco, 
June 6. Sec., Dr. Frederick N. Scatena, 1020 N Street, Sacramento 14, 
CoLorapo: * Examination. Denver, June 21-23. Fina! date for filing 
application is June 5. Endorsement. Denver, April 6. Final date for filing 
— is March 20. Sec., Dr. J. B. Davis, 831 Republic Bldg., 


Connecticut: * Examination. March 9-10. Sec., Dr. Creighton Barker, 
258 Church % New Haven. Homeopathic Examination. Derby, March 
9-10. Sec., . H. Evans, 1488 Chapel St., New Haven. 

District OF Couwnnras * Reciprocity. Washington, D. C., March 8, 
Sec., Commission on Licensure, Dr. G. C. Ruhland, 4130 E Municipal 


Bldgz.., 

Fioripa: * Examination. Jacksonville, June 29-30. Sec., Dr. one D. 
Van Schaick, 6675 Windsor Lane, La Gorce Island, Miami Beach 4 

Inpiana: Exumimatwn. Indianapolts, June 1948, Sec., Board ot 
cal Kegistration and Examination, Dr. Paul R. Tindall, K of P Bidg., 
Indianapolis. 

lowa: * Examination. lowa 15-17. Comm., Dr. Walter L. 


Bierring, Dept. of Health, Des Moi 


Kansas: Kansas City, June 9-10 Board of Medical Registration 
& Examination, Dr. J. F. iassig, 905 7th St.. Kansas City. 
Kentucky: Examination, Louisville, June 16-18. Sec. Dr. P. E. 


Blackerby, 620 S. 3d St., ee 


MAINE: attend March 9-1 - Boned of Registration of Medicine, 
Dr. A. P. Leighton, 192 State bts Portla nd. 

Marytann: Medical Exuminatwn. Baltimore, June 15-18. Sec.-Treas., 
Dr. Lewis P. Gundry, 1215 Cathedral St., ae, Homeopathic 


Examination, Baltimore, June 15-lo. Sec., Dr. J. A. Evans, 612 W. 
40th St., Baltimore. 
MASSACHUSETTS: Soaietion. Boston, March 9 Board of 


Sec., 

Registration in Medicine, Dr. H. Q. Galiupe, 413 E a House, Boston, 

Mississippi: Jackson, ana 1948. Asst. Sec., State Board ot Health, 
Dr. R. N. Whitheld, Jackso 

Missouri: Examination. 
seesention is April 24. Exec 

ldg., Jefferson City. 

Montana: Helena, April 5-7. Sec., Dr. O. G. Klein, First Nat'l Bank 
Bldg., Helena. 

Nesraska: * Examination. Omaha, April 12-14. Dir., Mr. 
Humble, Room 1009 State Capitol Bidg., Lincoln 9. 

Nevapa: Carson City, May 3. Sec., Dr. G. H. Ross, 215 N. Carson 
St., Carson City. 

New HAMPSHIRE: Examination, Concord, March 11-12. Sec., Board of 
Registration in Medicine, Dr. John S. Wheeler, 107 State House. Concord. 

New Jersey: Lxamination, Trentem, June 15-17. Sec., Dr. E. S. 
Hallinger, 28 W. State St., Trenton 

Nortu Endorsement, 
Procter, 226, Hillsboro St., Raleigh. 

Nortu Daxora: Grand “pit July 6-9. Sec., Dr. G. M. Williamson, 
4% S. 3rd St., Grand Forks 

QOunio: Endorsement. Columbus, April 6. Sec., Dr. H. M. Platter, 


Si Louis, May 24- * Final date for filing 
. Sec., Mr. John A. Hailey, State Capitol 


Oscar F. 


‘Biedenin. May 4. Sec., Dr. Ivan 


21 W. St., Columbus 

OKLAHOM Oklahoma Coy. June 2-3. Sec., Dr. Clinton Gallaher, 
813 Braniff “Bldg. Oklahoma City. 

OREGON: Endorsement. Portland, May 7-8. Final date for filinz 
spemention is April 23. Sec., Miss L. M. Conlee, 608 Failing Bldg., 
Portland 


Istanp: * Examination, Providence, 1-2. Chief, Mr. 


Thomas B. Casey, 366 State Office Bldg., Providence 
Soutu CaRouina: Written Examination. 
ment. 


Columbia, hone 21-23. Endorse- 


March 1. Sec., Dr. N. B. Heyward, 1329 Blanding St., Columbia. 
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Utan: Examination. Salt -ee Ci une, 1948. Asst. Dir.. Depart- 
ment of Registration, Miss R a is, 324 State Capitol Bldg. 
Sait Lake City. 

VirGinia: Examination, Ri 


chmond, June 18-19. Endorsement. Rich- 
mond, June 17. Sec., Dr. 


K, D. Graves, 306 Medical Arts Bldg., Roanoke. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Juneau, Feb. 23-29. Sec., Dr. C. Earl Albrecht, Box 1931, 
uneau. 
Arizona: Examination, Tucson, ig 16. Sec., Mr. Francis A. Roy, 


Science Hall, Univ. of Arizona, Tucso 


ARKANSAS: Little — May 4. 
Donaghey Bldg., Little Roc 


oa Mr. L. E. Gebauer, 1002 


Washington, April 19-20. Sec., 


Ruhland, 4130 Municipal Bidg.. Washington 
Fioripa: Examination, June 5. Final date tor fling application is 
May 23. Mr. M . Emmel, Univ. of Florida, Gainesville. 
lowa: Des Moines, April 15, July 13, Oct. 12. Sec., Dr. Ben H. 


Peterson, Coe College, Cedar Rapids. 

Micuican: Examination. Ann Arbor and May 14-15. Sec., 
Miss Eloise LeBeau, 101 N,. Walnut St., Lansi 15. 

Minnesota: Examination. Minneapolis, hoch a3 Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, Univ. of Minnesota, Minneapolis. 

OKLAHOMA: Oklahoma City, April 2. Sec., Dr. Frank Clinton Gallaher, 
813 Braniff Bldg., Oklahoma City. 

OREGON: ag Portland, June 19. Sec., Basic Science Exain- 
ining Committee, Mr. Byrne, Univ. ot Oregon, Eugene. 


Soutn Dakota: Vermillion, June 4-5. Sec., Dr. G. M. 
Evans, 310 E. 15th St., Yankton 
TENNESSEE: Memphis, March 15-16, Sec., Dr. O. W. Hyman, Univ. of 


Tennessee, 874 Union Ave., Memphis. 


Wisconsin: Examination. Madison, April 3. Sec., Dr. W. H. Barber, 
Scott & Watson Sts., Ripon. 


Medical Motion Pictures 


FILM REVIEWS 


Ascorbic Acid and Scurvy. 16 mm., black and white, sound, 900 feet 
(one reel), showing time twenty-one m.nutes. Prepared in 1947 by 
Frederick F. Tisdall, M.D., Assistant Professor of Pediatrics, Faculty of 
Medicine, University of Toronto, Toronto, Canada. Produced by and 
procurabie on loan from: Mead Johnson & Company, Evansville, Ind. 

This lecture film presents ascorbic acid and its relation to 
scurvy. It depicts the history, physical signs, symptoms, diag- 
nosis and treatment of scurvy. Clinical photographs and roent- 
genograms are used to illustrate a few typical case reports. 

Of particular interest and value is the discussion of charts 
showing the ascorbic acid content of various foods and how the 
ascorbic acid content is influenced by various methods of storage, 
handling and cooking. The narrator’s voice is clear and the 
photography is excellent. 


This film is recommended for pediatricians because of their 
especial interest both in the subject and the author, a distinguished 
member of their group, to general practitioners, medical students 
and dietitians. 


The Miracle of Living. 16 mm., black and white, sound, 1,400 feet, 
(one reel), showing time thirty-cight minutes. Prepared and produced 
in 1947 by the Medical Department, United States on Washington, 
D. C. Procurable on loan from the War Department, U. S. Army, Office 
of the Surgeon General, the Pentagon Building, nl D. C., or 
the Army Surgeons Headquarters in your local area. 

This film drives home the fact that even experienced and 
sophisticated young persons may become infected with gonor- 
rhea; that treatment of gonorrhea with penicillin may still leave 
the person infective, and that promiscuous sexual intercourse is 
still a serious hazard to normal marital happiness. 

The idealism of the engaged couple regarding love, marriage 
and having a family is well depicted without undue sentimen- 
tality. The girl shows loyalty to her fiancé while he is over- 
seas and such complete trust in his integrity that the observer 
sympathizes with her when, disillusioned, she insists on divorce. 

The subject, though delicate, is skilfully handled and should 
be acceptable for either segregated or mixed audiences of high 
school age. 

This film, though made for the Army, should prove to be an 
imporant addition to the health teaching films for use in high 
schools, colleges, public health departments and voluntary health 
agencies. 
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AMERICAN 


The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and zan be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted. 


American Practitioner, Philadelphia 


2:143-214 (Nov.) 1947 


Diseases of Veins in Middle ard Old Age. E. A. Edwards.—p. 143. 

Dysenteries. H, M. Pollard and M. Block.—p. 151. 

Syphilitic Cardiovascular Disease: Analysis of 59 Cases of Aortic 
Aneurysm and Review of Modern Concepts of Treatment. D. W. 
Chapman and R. H. Morgan.—p. 159. 

Comments on Hypoparathyroidism and Cataract Formation. E,. Jones. 
—p. 167. 

Diagnostic Aspects of Subdural Hematoma. H. C. Voris.—p. 170. 

Treatment of Lipoid Nephrosis. C. K. Kobayashi.—p. 173. 

Review of Minor _—— of Ringworm of Scalp. F. W. Lynch and 
1. Fisher.—p. 179. 

Ulcerative Colitis. J. D. Garvin.—p. 183. 

General Care of Cardiac Patients. G. Coleman.—p. 189. 

Management of Nephrotic | ima G. E. Farrar Jr., 
and Joan H. Long.—p. 194. 

*Early Manifestations of Sclerosis. 


C. F. Sackett 


B. W. Lichtenstein.—p. 197. 

Multiple Sclerosis.—According to Lichtenstein there is no 
agreement on either the cause or the cure of multiple sclerosis. 
For many years fever therapy with typhoid-paratyphoid vaccine 
and mechanically induced fever were in vogue. At a later date 
quinine sulfate was used rather extensively. Since the advent 
of vitamin B and particularly thiamine chloride, untold quan- 
tit'es have been poured into patients with multiple sclerosis. 
Of late the histamine and “dicumarol” treatments have become 
fashionable. In Lichtenstein’s opinion the acute attack with 
excessive fatigue should be treated with rest, eradication of 
foci of infection and adequate diet. The prognosis in multiple 
sclerosis is not as grave as many believe. Some persons have 
two or more mild attacks and never go on to development of 
the advanced form of the disease. Others continue to have 
recurrent attacks with severe involvement of the nervous 
system followed by permanent defects. 


Archives of Internal Medicine, Chicago 


80:567-696 (Nov.) 1947 
Periarteritis Nodosa: Report of Two Cases, One with Special Reference 
to Sensitivity Factors. A. W. Contratto.—p. 567. 
Ambulatory Management of Azotemia and Clinical Uremia. 
man and E. C. Persike.—-p. 579. 
“Vascular Responses in Man to Ligation of Inferior Vena Cava. 
Ray and G. Burch.—p. 587. 
*Thrombosis of Hepatic Veins: Budd-Chiari Syndrome. 
602. 


R. W. Lipp- 
Cc. T. 
R. B, Thompson, 


*Nitrogen and Fluid Balance in Treatment of Acute Uremia by Peritoneal 
Lavage: Analysis of Peritoneal Washings for Protein, Nonprotein 
Nitrogen and Phosphorus. §S, H. Bassett, H. R. Brown Jr., E. H. 
Keutmann and others.—p. 616. 


Excretion of Nicotinic Acid in Typhoid. K. Braun and N,. Grossowicz. 
637. 


Use of Methionine and Vitamin Supplements in Treatment of Hepatic 
Disease: Clinical and Laboratory Observations. D Cayer.—p. 644. 
Syphilis: Review of Recent Literature. F. W. Reynolds and J. E. Moore. 

—p. 655. 


Ligation of Inferior Vena Cava.—Ray and Burch describe 
observations on 12 women in whom the inferior vena cava was 
ligated for pelvic thrombophlebitis. They were studied for as 
long as four and one-half years. After ligation of the inferior 
vena cava the pressure in the dorsal pedal veins was greatly 
elevated in all but 1 patient. A gradual fall in venous pressure 
occurred with time. The pressures in the antecubital veins were 
normal. Five of 6 patients studied had an elevated venous 
pressure in the superficial abdominal veins. The volume of pulse 
deflections in the tips of the toes was reduced immediately 
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_ response to a hot and humid environment. 


A. M. A. 
eb. 21, 1948 
after operation. Section of the sympathetic nerves resulted in 
a greater mean value immediately after operation. Five patients 
had a normal rate of water loss from the fingertips, volar 
surface of the forearm, pretibial area and tips of the toes in a 
comfortable environment, and the rate increased normally in 
The plasma protein 
levels tend to be slightly higher than normal. After ligation 
of the inferior vena cava, tissue pressure in the pretibial areas 
rose. Tissue pressure tended to vary directly with the venous 
pressure and inversely with the degree of the edema. Clinical 
observations revealed normal function of the lower extremi- 
ties and normal texture, temperature, color and response to 
sensation of the skin. The veins of the feet and legs were 
small; varicosities were limited to minute veins of the skin. 
The abdominal veins were dilated, and the blood flow was 
cephalad. Edema occurred in all but 2 patients and disappeared 
early in convalescence in all except 2, in whom the edema was 
present for eight months. Clinical and physiologic observations 
failed to reveal any detrimental effect from ligation of the 
inferior vena cava. The circulatory adjustments were adequate, 
although not all the compensatory mechanisms are clearly 
understood, 

Thrombosis of Hepatic Veins.—Thompson reports 2 cases 
of thrombosis of hepatic veins and reviews 95 from the litera- 
ture. In the majority of reported cases there was gross 
obstruction of hepatic veins, leading to engorgement and necrosis 
of the liver and to portal obstruction. In some instances the 
block occurred as a final episode in an already advanced disease 
which itself masked the characteristic clinical picture of the 
Chiari syndrome. There were cases in which the obstruction 
was limited to one lobe or to part of a lobe. While there is a 
pathologic unity which may be expressed by referring to all 
cases as examples of thrombosis of the hepatic veins, it is con- 
sidered that descriptive separation is necessary. It is proposed 
that the name Chiari, or Budd-Chiari, syndrome should be 
retained for cases in which there is gross blockage of the hepatic 
veins and that cases with more limited lesions, not giving the 
full picture, should be referred to as cases of thrombosis of 
the hepatic veins. The syndrome of thrombosis of the hepatic 
veins may be due to a variety of disease processes. There may 
be a general disease, such as polycythemia, carrying a pro- 
nounced tendency to thrombosis, which in combination with a 
minor local lesion will cause thrombosis of the hepatic veins. 
Conversely, there may be a gross local lesion with a minimal 
general disease. The general causes of the syndrome include 
conditions in which there is a tendency toward thrombosis. 
Pain is usually the initial symptom. Ascites, hepatic and splenic 
enlargement, edema of the legs, jaundice and vomiting are other 
symptoms. In the majority of cases the disease is of short 
duration, in some lasting only a few days. In the smaller group 
the disease may last from ten to twenty-eight years. The treat- 
ment of this disease must be on the same lines as the treatment 
for portal cirrhosis. Of the 2 cases described in detail, the first 
shows the result of repeated thromboses over a long period. 
In the second case the thrombosis probably commenced about 
the ostiums of the hepatic veins and spread to the cava and 
to the hepatic veins proper. Support for the theory of a gen- 
eral vascular disease was given by the renal infarct, the nature 
of which suggested a venous thrombosis as the cause, and by 
the vascular lesion in the myocardium. Diagnosis of this con- 
dition should be kept in mind in cases of obscure pain in the 
upper part of the abdominal area, especially when there is any 
evidence of hepatic damage. 

Peritoneal Lavage in Acute Uremia.—According to 
Bassett and his associates equilibrium between crystalloids of 
the interstitial fluids is established rapidly when various isotonic 
or mildly hypertonic and hypotonic fluids are injected into the 
abdomen. For this reason, lavage of the peritoneum has been 
performed in an attempt to relieve the intoxication of uremia. 
Although so far only 2 survivals have been reported with this 
vividialysis, the authors believe that with a better selection of 
cases better results may be anticipated. They report the case 
of a woman, aged 24, in whom peritoneal irrigation was carried 
on continuously for twenty-one days. She had subacute 
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glomerulonephritis and became almost completely anuric two 
days before the irrigation was started. Flow of urine was not 
reestablished, and the patient died. The total nitrogen removed 
by way of the peritoneal cavity was 257.8 Gm. Of this amount, 
140.8 Gm. was nonprotein nitrogen and 117 Gm. protein 
nitrogen. The former was fractionated into urea and ammonia 
nitrogen 110.3 Gm. and undetermined nitrogen 30.5 Gm. Sub- 
stantial reductions in the concentration of blood nonprotein 
nitrogen and serum inorganic phosphorus were obtained at 
first, but as the patient lost edema fluid these values rose above 
the pretreatment levels. This is thought to have been due to a 
more rapid loss of water than of nonprotein nitrogen from the 
body, rather than to an increase in nitrogen catabolism. 
Bicarbonate in the plasma increased from 25 to 60 volumes 
per cent because of the administration of sodium lactate solu- 
tion intravenously and the withdrawal of chloride in excess of 
base from the stomach. 


Archives of Pathology, Chicago 
44:445-562 (Nov.) 1947 


Traumatic Proliferations of Fibrocartilage with Ossification in Genesis of 
Spondylitis Deformans and Myositis Ossificans. E. F. Hirsch and 
J Riley.—p. 445. 

Neurogenesis Observed in Mixed Grawitz-Wilms Tumor. 
der.—p. 451. 

Tissue Charges in Fungous Disease. R. D. Baker.—p. 459. 

Inclusion Disease of Infancy. B. Kalfayan.—p. 467. 

Primary Melanoblastoma of Cerebellar Leptomeninges with Widespread 
Extracranial Metastases: Report of Case. R. M. Strong.—p. 477. 
Mechanisms of Abnormal Development: Il. Embryonic Development of 

Malformations. P. Gruenwald.—p. 495. 


C. G. DeMuyl- 


Canadian Medical Association Journal, Montreal 


§7:519-618 (Dec.) 1947 
Psychotherapy in Medical Practice. C. B. Farrar.—p. 519. 
T.N.T. Sickness. W. E. Park.—p. 522. 
Conduct of Trial of Labor. A. W. Andison.—p. 527. 
Diagnostic Problem in Poliomyelitis. W. C. Gibson.—p. 531. 
Carcinoma ot Left Colon. D. D. Campbell.—p. 537. 
Renal Complications in Young Diabetics. L. J. Adams.—p. 540. 
Marrow Biopsy and Its Processing for Histologic Preparations. W. 
Anderson and A. R. Armstrong.—p. 543. 
*Congenital Cystic Disease of Lung: Familial Incidence of 4 Males in 
One Family. D. F. McRae.—p. 545. 
*Early Postoperative Wound Disruption. K. R. Trueman.—p. 550. 
a ga 4 Study of Ether and Spinal Anesthesia for Splenectomy. 
. A. H. Wilkinson and J. F. McKeage.—p. 553. 
Soe of Bone Loss and Fractures of Face and Mandible with Cancel- 
lous Bone Chips. E. W. Pickard.—p. 556 
Workmen’s Compensation. D. J. Fraser.—p. 559. 
Intestinal Tuberculosis. V. D. Schaffner.—p. 561. 


*Miniature Chest X-Rays. F. T. Fralick, H. T. McClintock, E. P. Snider 
and C. A. Wicks.—p. 567. 


Spontaneous Uterine Rupture. C. Bisson.—p. 583. 
a Drugs in Treatment of Hyperthyroidism. J. M. Kilgour. 

Cystic Disease of the Lung.—McRae reports 4 cases of 
congenital cystic disease of the lung in three young men aged 
20, 19 and 18 years, respectively, and in a boy aged 12; the 4 
patients were brothers and members of a French-Canadian 
family of eleven children. The family history was negative. 
A review of the literature indicates that these 4 cases are 
unique in their familial incidence, in the presence of decided 
clubbing of fingers and toes without pulmonary sepsis and in 
the malignant nature of the disease, which resulted in the death 
of all 4 patients before adult life was reached. In all other 
characteristics they conform to the general picture of the 
alveolar type of congenital cystic disease. Diagnosis on clinical 
features failed in all cases, although there was no masking of the 
basic characteristics. The diagnosis was established on 
necropsy. Erroneous diagnosis of tuberculosis was made in 2 
of the cases. Diagnosis of tuberculosis must be questioned 
unless it is confirmed by microscopic section or bacillary 
findings. 

Postoperative Wound Disruption.—Trueman reports from 
the Winnipeg General Hospital 18 laparotomies requiring 
resuture of disrupted wounds. Six deaths could be attributed 
directly or indirectly to this incident. The majority of the cases 
represented major surgical problems. Intervention was _per- 
formed on patients in whom it was impossible to obtain an 
optimum surgical state. The age of the patients varied from 
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that of an infant 3 days old to adults who were advanced in 
life. The time of occurrence of the incident was as early as 
three days and as late.as thirty-nine days after the operation. 
Peritonitis was present in only 1 case. There can be no doubt, 
since most wound disruptions occur in the upper portion of the 
abdomen, that the strong lateral pull produced by the costal 
margins because of abnormal respiration and coughing is a 
factor. Protein deficiency is sufficiently important to justify 
a proper program of treatment to correct it prior to undertaking 
major surgical procedure. In the face of shock and malnutrition 
secondary closure is a formidable proposition. No patient 
should be treated without preliminary sedation. In certain cases 
where resuturing might obviously spell disaster the coaptation 
of the skin edges by adhesive tape is a worth while measure. 
Penicillin should be administered routinely for at least forty- 
eight hours. Decompression of the stomach should be main- 
tained by use of a nasal catheter. Blood transfusions, plasma 
and parenteral amino acids may be employed to maintain the 
patient’s nutrition and improve his healing powers. Large doses 
of ascorbic acid should be given. 


Miniature Chest X-Rays.—According to Fralick and his 
co-workers, photofluorography compares favorably in sensitivity 
with 14 by 17 inch (35.56 by 43.18 cm.) roentgenograms for 
screening purposes. Routine roentgen examinations of the chest 
will not necessarily reveal evidence of certain nontuberculous 
diseases and will not forecast the subsequent development of 
pulmonary tuberculosis in those who are classified as negative 
on a single examination. In the authors’ experience 2 per cent 
of those receiving miniature roentgenograms of the chest 
required further examination for possible tuberculous disease. 
Approximately 30 per cent of that group proved to be without 
demonstrable disease. The percentage recalled for further 
examination and to some extent the amount of “over-reading” 
from the miniature films will be greatest when interpretation 
is overcautious, when any clothing remains on the chest, when 
films are technically substandard and when the older age groups 
are being screened. Among 126,089 miniature chest x-rays 
taken in 1946 by the Gage Institute Chest Clinic in Toronto, 
0.91 per cent disclosed tuberculous disease (0.11 per cent 
active) as confirmed by clinical examination; 0.61 per cent 
exhibited evidence of significant nontuberculous diseases or 
abnormalities; 1.9 per cent manifested less significant abnormal- 
ities such as previous pleurisy or pulmonary calcifications; 96.4 
per cent showed no demonstrable disease. As long as this 
method continues to disclose a significant number of persons 
with asymptomatic active and inactive pulmonary tuberculosis, 
its adoption and the examination of contacts so revealed will 
constitute a useful addition to the already existing facilities 
for the control of tuberculosis. 


Diseases of Chest, Chicago 
13:583-750 (Nov.-Dec.) 1947, Partial Index 


*Multiple Segmental Resection in Treatment of Bronchiectasis, R. H. 
Overholt, R. H. Betts and F. M. Woods.—p. 583. 

Noxious Gases and Bronchiectasis, D. Carr, W. E. Denman and E, F. 
Skinner.—p. 596. 

Transitory Pulmonary Infiltration (Loeitier’s Syndrome). T. L. Squier, 
—p. 609. 

Thoracoscopy and Pneumonolysis. J. D. Murphy.—p. 631. 

Unilobar Tuberculosis Treated by Lobectomy. R. D. Duncan and W. W. 
Carpenter.—p. 636. 

Treatment of Recurrent Spontaneous Pneumothorax with Gomenol. 
Hetherington and G. E. Spencer.—p. 652. 

Observations on Cystic and Bullous Emphysema of Lungs: 
100 Cases. E. Korol.—p. 669. 

Treatment of Complications Arising in Course of ime ime Therapy 
of Pulmonary Tuberculosis. M. Gibbons Jr.—p. 

Dihydrostreptomycin in Experimental Tuberculosis: a Report. 
B. L. Freedlander and F. A. French.—p. 708 


Multiple Segmental Resection.— Overholt and _ his 
co-workers performed 53 segmental resections in 39 patients 
with bronchiectasis. There was 1 fatal case, but the death was 
not related to the type of resection performed. Bronchiectasis 
is usually segmental rather than lobar. Surgical treatment 
should remove: all the involved segments without sacrificing any 
normal pulmonary tissue. Refinements and advances in diag- 
nosis, localization and surgical treatment now make such a goal 
attainable. All the authors’ patients had at least two segments, 
or a lobe and a segment, excised under procaine anesthesia 
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with endotracheal intubation under cocaine topical anesthesia 
and with the patient in the face-down position to obviate the 
risk of contralateral flow of secretions during intervention. An 
uneventful postoperative course is largely dependent on the 
maintenance of a free airway and prompt, complete pulmonary 
expansion. Bilateral operations have been completed in 14 of 
26 patients with bilateral bronchiectasis. As a group they are 
strikingly better than the patients with bilateral disease treated 
by bilobar or trilobar resection. Segmental resection’ is espe- 
cially applicable to patients with multilobular involvement in 
whom conservation of all normal pulmonary tissue is essential. 


Florida Medical Association Journal, Jacksonville 


34: 244-306 (Nov.) 1947 
Wounds of Colon and Rectum. C. F. Chunn,—p. 269. 
Newer Services of State Laboratories. A. V. Hardy.—p. 276. 
Mental Repercussion in Physical Disease. A. S. Anderson.—p. 289. 


34:312-362 (Dec.) 1947 
Clinical Value of Gastroscopy. H. P. Hampton.—p. 312. 
Significance of Quantitative Serologic Tests as Guide in Penicillin-Treated 
Syphilis. R. F. Sondag.—p. 332. 
Surgical Relief of Pain. J. G. Lyerly.—p. 339. 
Cancer of Breast: Study of 100 Cases at Duval County Hospital. 
Kennedy and E. Jelks.—p. 343. 
Diagnosis of Endobronchial Tuberculosis. N. 


A, 


M. Levin.—p. 346. 


Georgia Medical Association Journal, Atlanta 
36:385-422 (Oct.) 1947 


Carcinoma of Cervix. J. E. Scarborough.—p. 385. 

Arrhenoblastoma. C. J. Roper.—p. 393. 

Excision of Culdesac of Douglas for Surgical Cure of Hernias Through 
Female Caudal Wall, Including Proiapse of Uterus. R. Torpin. 
—p. 396. 

Report of an Unusual Case of Foreign Body. 

Sterility in the Male. C. L. Prince.—p. 408, 


36: 423-460 (Nov.) 1947 
Paroxysmal Hemoglobinuria: Report of Case. W. G. Elliott.—p. 423. 
*Perineal Prostatectomy; Hope for Cancer Cure. W. E. Goodyear. 


H. C. Frech.—p. 406. 


Urologic Conditions in Children. H. P. McDonald.—p. 428. 
Hydronephrosis. S. A. Kirklandi—p. 433. 
Marked Enlargement of Heart with Multiple Cardiac Deformities: 

Report of Case. S. B. Carter.—p. 438. 
ae eid in Peripheral Arterial Disease and Injury. C. Jennings. 

—p. 44 

Perineal Prostatectomy for Cancer.—Goodyear thinks 
that the perineal approach to the prostate has been unjustly 
neglected. He believes that the great fear of incontinence and 
fistulas is without foundation. It is the only method by which 
carcinoma of the prostate can be removed. Studies show a 
15 per cent incidence of carcinoma of the prostate in men above 
the age of 45. It occurs both with and without hyperplasia, 
and the importance of rectal examination in men of this age 
group caunot be overemphasized. The perineal operation is the 
most direct approach to the prostate. The operation entails 
little shock and is well tolerated. Mortality statistics are 
uniformly lower than in suprapubic operations. Postoperative 
drainage is excellent, lowering morbidity by prevention of sepsis 
from stasis. The wounds heal by primary union. Confinement 
in bed, the period of catheter drainage and the hospital stay 
are materially shortened. Analysis of the functional results of 
perineal prostatectomy reveals that they compare favorably with 
suprapubic and transurethral operations. Actually the three 
cannot be too strictly compared, for their indications are so 
different that they cannot be rationally applied to all types of 
cases. Perineal prostatectomy is the method of choice not only 
in cancer of the prostate but also in many benign conditions 
such as hyperplasia, calculosis and fibrosis. 


Iowa State Medical Society Journal, Des Moines 
$7:525-572 (Dec.) 1947 


Principles Governing Choice and Parenteral Administration of Fluids. 
A. F. Hartmann.—p. 

Infantile Cortical Hyperostoses. Charlotte Fisk.—p. 529. 

Propyl Thiouracil in Treatment of Hyperthyroidism. E. T. Scales. 
—p. 532. 

One Stage Resection of Sigmoid Colon with Primary End-to-End Anasto- 
mosis for Malignancy: Case . L. C. Hallendorf.—p. 534. 

Recent Advances in Ophthalmology. J. E. Reeder Jr.—p. 538. 
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Journal of Allergy, St. Louis 
18: 359-438 (Nov.) 1947 


Factors Influencing Reagin Formation in Experimental Human Sensitiza- 
tion to Ascaris Lumbricoides Antigen: I. Influence of Chronic 
Infection (Tuberculosis) on Rate of Sensitization. A. G. Davidson, 
Bessie Baron and M. Walzer.—p. 359. 


Id.: II. Influence of Sex as Factor in Rate of Sensitization. Eloise W. 
Kailin, A. G. Davidson and M. Walzer.—p. 369 

Id.: III. Influence of Race as Factor in Rate of Sensitization with 
Further Observations on Sex Factor. Eloise W. Kailin, A. G. David 
son and M. Walzer.—p. 373. 


Sulfadiazine Sensitivity: Unusual Case with Successful Passive Trans- 
A. L. Whittemore Jr. and P. F. deGara.— 

*Clinical Studies with Pyribenzamine tt’ 
ethylenediamine) in Hay Fever. A. M. Fuchs, P. M. Schulman and 
Margaret B. Strauss.—p. 385. 

*Studies of Auto-omic Nervous System in “Atopic” Individuals: I. 
Palmar Sweating in Allergic Patients: Cholinergic Phenomenon. S. 
Cohen and H. L. Wolf.—p. 391 


*Failure of Benadryl and Pyribenzamine in Experimental Skin Sensitiza- 

tion to Penicillin and Horse Serum. R. H. Dreisbach.—p. 397. 
Prophylactic Effect of Benadryl on Ex; — Histamine Headache. 

E Goodman and R. W. Coonrad.—-p. 402. 

Eczematoid Dermatitis Following Ingestion of “Pyribenzamine Hydro- 
chloride’ N.N.R. Tablets. M. C. Harris and N. Shure.—p. 408. 
Fatal Case of Bronchial Asthma Complicated by Mediastinal and Sub- 

cutaneous Emphysema. H. Peterson.—p. 413. 

Unusual Side Reaction of Hysteria from Benadryl. 

—p. 417. 

“Pyribenzamine” in Hay Fever.—Fuchs and his co- 
workers treated 112 patients who had hay fever with injections 
of ragweed pollen extract to one group of 40 patients; twenty- 
one tablets a week of 50 mg. of tripelennamine hydrochloride 
(“pyribenzamine hydrochloride” N.N.R.), one tablet after each 
meal three times a day, to a second group of 40 patients, and 
one 50 mg. tablet of tripelennamine twenty minutes before all 
ragweed pollen extract injections to a third group of 32 
patients. The results following treatment of each group were 
tabulated on the basis of the percentage of treated patients 
who manifested certain symptoms for a forty-two day period 
from August 10 to September 20. No significant difference 
was noted in the percentage of patients who experienced no 
or slight symptoms of hay fever in the three groups. An 
estimation of the percentage of patients who had moderate or 
severe symptoms showed that those who took tripelennamine 
alone had slightly more symptoms of hay fever than those in 
the other two groups. The temporary symptomatic relief given 
by the drug was proportionate to the dosage prescribed. 
Tripelennamine does not immunize or protect the patient with 
hay fever from the effects of the antigen-antibody reaction 
for any length of time. The mode of action of the drug is 
still unknown. There is no definite proof that all allergic 
manifestations are the result of histamine activity. Adminis- 
tration of the drug prior to the injection of pollen extract 
made possible greater increases in the dosage of the pollen 
extract, and the patients were able to reach a maximum dosage 
almost double the amount they usually tolerated when taking 
the pollen extract alone. “Pyribenzamine” is a valuable drug 
for the symptomatic relief of hay fever symptoms. 


Autonomic Nervous System.—Cohen and Wolf compared 
the incidence of increased palmar sweating in 63 patients with 
allergic respiratory disease with that of 63 psychoneurotic 
patients in order to assess the psychiatric factor in palmar 
sweating. They compared the incidence of palmar sweating 
in the allergic patients with that in 99 syphilitic patients because 
the latter presented an analogous situation in the clinic to the 
first, with both groups anticipating parenteral medication. All 
patients were between the ages of 15 and 65 years. The 
patients with allergic respiratory disease manifested a statisti- 
cally significant increase in the incidence of intense palmar 
sweating as determined by the Silverman technic over the 
patients with psychoneurosis and syphilis. Race, sex and age 
are without influence on intense palmar sweating. The dif- 
ference in incidence between the allergic and nonallergic groups 
is due to factors associated with the clinically manifest allergic 
state and are not sampling errors. Sweat glands are supplied 
by fibers of the sympathetic nervous system, but functionally 
they are cholinergic. Palmar sweating bears no relation to 
water loss from other parts of the skin or respiratory tract. 
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It is Suggested that clinically manifest allergic respiratory dis- 
ease in man is dependent on an inherent behavior pattern of the 
autonomic nervous system in addition to the immunologic fac- 
tor of hypersensitivity. 

“Benadryl” and “Pyribenzamine” in Reactions to Peni- 
cillin—Dreisbach’s animal experiments showed that repeated 
optimum daily doses of diphenhydramine (“benadryl”) or 
tripelennamine (“pyribenzamine”) given subcutaneously were 
ineffective in preventing the development of the Arthus type 
of skin sensitivity reactions to penicillin or horse serum in rab- 
bits. Diphenhydramine or tripelennamine mixed with peni- 
cillin and injected subcutaneously likewise did not prevent the 
sensitivity reactions. However, either of the drugs mixed with 
histamine prevented the typical skin reactions of histamine in 
scratch tests 6n rabbit and human skins. The negative objec- 
tive experimental results obtained with these antihistaminic 
agents suggest that the nature of relief with these agents in 
clinical reactions to penicillin, and possible other allergic re- 
actions, is also not objective but essentially subjective and pre- 
sumably related to the central and peripheral sensory depression 
of these agents. 


Journal of Clinical Investigation, Boston 
26: 1049-1222 (Nov.) 1947 


Effect of Fatal P. Knowlesi Malaria on Simian Circulatory and Body 
Fluid one Physiology. R. R. Overman and H. A. Feldman. 
—p. 1049, 

Pe. Ao of Jaundice in Therapeutic and Natural Malaria. 
Chalmers Jr.—p. 1055. 

*Mechanism and Significance of Thymol oe Test for Liver Disease. 
H. G. Kunkel and C, L. Hoagiand.—p. 1060. 

*Effects of Temporary Cessation of Renal Blood Flow in Rats. 
sky and G. E. Gustafson.—p. 

*Serologic Response to Intranasal Administration of Inactive Influenza 

Virus in Children. J. J. Quilligan Jr. and T. Francis Jr.—p. 1079, 

Volume of Distribution of Mannitol as Measure of Volume of Extra- 
cellular Fluid, with Study of Mannitol Method. J. R. Elkinton, 

Effects of Buneviensntel Hypertonia on Circulating Leukocytes. 
Tullis.—p. 1098. 


Relationship of _ Chloride to Hypertension. 
D. W. Blood.—p. 1109 

Capillary Permedhility in Relation to Acute Anoxia and to Venous 
Oxygen Saturation. J. Henry, J. Goodman and J. Meehan, with tech- 
nical assistance of R. Frankel.—p. 1119 

Hepatic Blood Flow and Splanchnic Oxygen Consumption of Man—Their 
Estimation from Urea Production or Bromsulphalein Excretion During 
Catheterization of Hepatic Veins. J. D. Myers.—p. 1130. 

Urinary Excretion of Radioiodine in Various Thyroid States. F. R. 
Keating Jr., M. H. Power, J. Berkson and S. F. Haines..—p. 1138. 
Studies on Pain: Discrimination of Differences in Intensity of Pain 
Stimulus as Basis of Scale of Pain Intensity, J. D. Hardy, H. G. 

Wolff and Helen Goodell.—p. 1152. 


Effect of Urine Volume on Urea Excretion. D. D. Van Slyke.—p. 1159. 
Influence of Orally Administered Alkali and Acid on Renal Excretion of 
Quinacrine, Chloroquine and Santoquine. J. W. Jailer, M. Rosenfeld 

and J. A. Sharnon.—p. 1168. 

Thymol Turbidity Test in Liver Disease.—Experiments 
by Kunkel and Hoagland with serums selected from a group 
of 200 patients with infectious hepatitis admitted to the out- 
‘patient department of the Hospital of the Rockefeller Institute 
demonstrated that the turbidity produced by the thymol reagent 
of Maclagan in these serums depends on the presence both of 
lipids and of abnormal lipid protein complexes migrating in the 
beta globulin fraction of the serum. The gamma globulin frac- 
tion of serum also plays an important role in the reaction. The 
relative importance of the different components in the reaction 
varies with different serums. Development of turbidity is pre- 
vented if the lipids are kept in solution by the addition of a 
“tween” or are extracted with ether, or if the gamma globulin 
is removed. In lipemic serums the thymol reagent causes a 
nonspecific increase in the turbidity due to increase in particle 
size of the lipid globules. Correction for this effect can be made 
by using a photometric blank prepared from serum and a thymol 
reagent containing such a high buffer concentration that pre- 
cipitation of the globulin component is prevented. Immunologic 
experiments on rabbits did not reveal evidence that the protein 
concerned in the reaction was abnormal. In patients with acute 
infectious hepatitis values for the thymol turbidity test were 
found to parallel alterations in serum lipids initially and altera- 
tions in gamma globulin during late convalescence. 


T. C. 


S. Kolet- 


G. A. Perera and 


MEDICAL. LITERATURE 


579 


Temporary Cessation of Renal Blood Flow.—Koletsky 
and Gustafson produced complete renal ischemia in white male 
rats under anesthesia with intraperitoneal sodium pentobarbital 
by occluding the renal artery and vein with clamps for thirty 
minutes, one hour, ninety minutes and two hours. The animals 
survived the thirty minute period and usually the one hour 
period. The mortality at ninety minutes was 73 per cent, and at 
two hours the procedure was uniformly fatal. After circulation 
was restored by removal of the clamps, the blood urea nitrogen 
level rose rapidly until death, or reached a maximum level and 
then declined with survival of the animal. The principal 
morphologic change was necrosis of the descending segments 
of the proximal convoluted tubules. The renal lesion was not 
similar to that observed in human or experimental crush syn- 
drome or in rats with fatal tourniquet shock. 

Intranasal Inactive Influenza Virus.—Quilligan and 
Francis administered intranasal sprays of equal parts of type A 
and type B influenza virus, inactivated with solution of formal- 
dehyde and diluted (1:5) in isotonic sodium chloride solution, to 
40 of 80 boys between the ages of 8 to 14 years at the Wayne 
County Training School in Northville, Mich. Twenty boys 
were given a 1:40 dilution subcutaneously, and the remaining 
20 boys received 1 intranasal inhalation of sterile normal fluid. 
An additional 70 boys were not vaccinated and did not receive 
any control fluid. A single intranasal inhalation of the 
inactivated influenza virus preparation resulted in good antibody 
responses, and the use of five daily sprays gave slightly higher 
levels of antibody. A comparison of the effect of the two 
different doses of intranasal vaccine on the serums taken five 
months after vaccination suggests that the larger dose gave a 
more persistent elevation in antibody titer. The vaccine given 
intranasally on five successive days contained approximately 
eight times as much inactive virus preparation as the sub- 
cutaneous material. Comparison of the antibody responses indi- 
cates that subcutaneously administered vaccine giyes higher and 
more persistent levels with smaller doses. Clinical observations 
were made during an epidemic of influenza B in the institution 
in December 1945 after the vaccination performed in October 
1945. Eight of 58 children in the three vaccinated groups devel- 
oped clinical evidence of disease. In 29 of the 89 unvaccinated 
children there developed clinical evidence of influenza, including 
4 children from the inhalation control group. No significant 
evaluation of the effects of administration of the virus materials 
on the incidence of infection with influenza could be made. 


Journal of Gerontology, Springfield, Ill. 
2:277-306 (Oct.) 1947 
Broader Implications of Aging. E. V. Cowdry.—p. 277. 
Factors Contributing to Mental Disease in the Aged. E. J. Stieglitz. 
—p. 283. 
Pei Creatine Metabolism in Its Relationship to Aging. 
and Brigitte A. Askonas.—p. 290. 
*Relation of Nutritional Deficiency to Impaired Libido and Potency in 
Male. M. S. Biskind.—p. 303. 
Effect of Age on Carbohydrate Metabolism of Tissue Homogenates. J. 
M. Reirer.—p. 
General Physiology af Aging: A Review. A. I. Lansing.—p. 327. 
Nutritional Deficiency and Hypogonadism.—Biskind 
shows that impaired hepatic function on a nutritional basis leads 
to alteration of the estrogen-androgen equilibrium, owing to 
failure of the liver to inactivate estrogen in deficiency of the 
B vitamins, while it continues to inactivate androgen. The 
author found that of 143 patients with nutritional deficiency, 
ranging in age from 29 to 61, impairment of libido and potency 
of which the patient was aware occurred in 96. The incidence 
of this disorder in B avitaminosis is probably higher. Testicular 
atrophy occurred in 67. Glossitis, hepatomegaly and testicular 
atrophy appeared simultaneously in 58. Of 76 patients who 
were followed subsequently, nutritional therapy alone led to 
subsidence of the avitaminotic lesions and definite improvement 
in libido and potency in 62. Psychogenic factors were undoubt- 
edly operative in several of the failures. The frequent associa- 
tion of lesions of nutritional deficiency, especially glossitis, with 
hepatomegaly and testicular atrophy suggests that the presence 
of any one of these lesions should lead to search for the others. 
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The author stresses the multiplicity of deficiencies and states 
that desiccated liver, beimg unfractionated, provides probably the 
best available source of the as yet unidentified factors essential 
to nutrition, although some slight losses probably occur from 
drying and oxidation. It must be given in relatively large doses 
to be effective. All the products are given in divided doses 
after meals. A number of severely deficient patients require 
parenteral therapy in addition. 


Journal of Lab. and Clinical Medicine, St. Louis 
 $2:1293-1436 (Nov.) 1947 


Experimental Chemotherapy of Filariasis. R. I. Hewitt, W. S. Wallace, 
E. White and Y. SubbaRow.—p. 1295. 


Studies in Erythroblastosis Fetaiis. E. Witebsky, M. I. Rubin and 
Livia Blum.—-p. 1330. 
Urinary Excretion of Pteroylglutamic Acid and Certain Related Com- 


pounds. T. H. Jukes, A. L. Franklin, E. L. R. Stokstad and J. W. 
Boehne.—p. 1350. 

Anomalous Fincings in Penicillin Level Determinations 
Carolyn R. Falk and Helen Blech.—p. 1356. 

Antibacterial Activity of Some Sulfon- and Sulfanilanilide Derivatives. 
G. R. Goetchius and C. A. Lawrence.—p. 1361. 

Effect of 2,3-Dimercaptcpropanol (BAL) on Toxicity of Gold. S. Levey 
and C, J. Smyth.—p. 1364 

Histamine A tagonists: V ill. N-(alpha-Pyridyl)-N-(alpha-Thienyl)-N’, 
N-Dimethylethylenediamine, New Antiistaminic Compound.  Experi- 
mental and Ciinical Experiences, S. M. Feinberg and T. B. Bern- 
stein.— p. 1370. 

Effect of Alkaioids on Acetylcholine and Potassium Sensitivity of Striated 
Muscle. Clara Torda and H. G. Wolff.—p. 1374 


in Urine. 


Journal-Lancet, Minneapolis 
67:355-392 (Oct.) 1947 
Pathologic Survey of Appendix. A. M. Harris.—p. 355. 
Continuous Follow-up Study of 500 Arthritics. HH. A. Nissen.—p. 358. 
Log Uniecogni.ed Foreign Bodies in Air and Food Passages: Report of 
2 Cases. P. G. Bunker.—p. 362 
67: 393-426 (Nov.) 1947 


Indications for Bone Graft Fracture Treatment. R. E. Van Demark. 


Cooper's Ligament Hernictomy. V. G. Borland and J. H. Graham. 
—p. 397. 
Megalobiastic Anemia in Infants. R. A. Aldrich and E. N. Nelson. 


—p. 

Combined Effect of Streptomy cin and para-Aminosalicylic Acid on Experi- 
mental Tuberculosis in Mice. G. P. Youmans, Anne S. Youmans and 
R. Osborne.—p. 403. 

Glycerite ot Hydrogen Peroxide: II. Sg ail of its Bacteriotoxic 
Action with ‘That of Solutions Containing loaine . A. Brown, W. 
Krabek and Rita S. Skitngton.—-p. 405. 

Health Service in College Program. R. 1, Canuteson.—p. 409. 

General Practitioner in His Community. W. A. Wright.—p. 411. 

Hyperparathyroidism. L. J. Petersun.—p. 414. 


Journal of Neurosurgery, Springfield, Ill. 
4:483-554 (Nov.) 1947 
Studies on Spinal Cord Injuries: 
L. Davis and J. Martin.—p. 483. 
Two-Stage Autograft tor Repair of Extersive Median and Ulnar Nerve 
Defects. C. H. Shelden R. H. Pudenz and C. S. MacCarty.—p. 492. 
Use of Smear Technic in Rapid Histologic Diagnosis of Tumors of 
Central Nervous System: Description of a New Staining Method. 
A. A. Morris.—p. 497. 

Use of Polythene Film as a Dural Substitute: 
M. H. Brown, J. H. Grindlay and W. 
Central Nervous System Resistance: III. 
Substances on Central Nervous System. 

McCawley.—p. 508. 

Use of Gelatin Sponge in Prevention and Treatment of Cerebrospinal 
Rhinorrhea. R. B. Cloward and E. B. Cunningham.—p. 519. 
*Report of Early Results in Tantalum Cranioplasty. S. Lane and J. E. 

Webster.—p. 526. 
Extradural Arachnoidal Cysts of Traumatic Origin. 
and E. F. Fincher.—p. 530. 


Results in Tantalum Cranioplasty—A survey by ques- 
tionnaire of veterans’ hospitals revealed that a total of 49 
tantalum plates were removed. In an additional 7 cases asso- 
ciated abscesses or collections of exudate under the scalp were 
treated by aspiration or drainage, and removal of the plate was 
not required. The factor common to practically every case in 
which the plate was removed was the presence of persistent 
infection, associated in some cases with osteomyelitis involving 
the bone edge. The infection was usually a delayed reaction 
occurring from four to twenty-two months after the insertion 
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of the plate. Three additional plates have been removed at the 
veterans’ hospital at Dearborn, Mich. When infection of the 
cranioplasty has occurred, conservative measures have always 
failed. A continuing recurrence of infection has finally required 
removal of the plate. 


Journal of Pediatrics, St. Louis 


$1:485-598 (Nov.) 1947 

Blood Volume in Congenital Heart Disease. 
Morse.—p. 

Comparative Absorption, Excretion and Storage of Oily and Aqueous 
Preparations of Vitamin A. J. M. Lewis, O. Bodansky, J. Birming- 
ham and S. Q. Cohlan.—p. 496. 

*Febrile Convulsions: Clivical Study with Special Reference to Heredity 
and Prognosis. §. Livingston, E. M. Bridge an! L. Kajdi.—p. 509. 

*Clinical Picture of Mumps Meningoencephalitis and Report of Case 
Without Parotitis. W. R. Eberlein and C. P. Lynxwiler.—p. 513. 


Friedlander’s Pneumonia in Infancy. B. W. Miller, H. W. Orris and 
H. H. Taus.--p. 521. 


*Premature Closure of Cranial Sutures. 
Peyton.—p. 528. 

Phthalylsulfathiazole in Treatment of Diarrhea in Children. 
E. B. Plattner, M. Levine and F. Me!zer.—p. 548. 

Pertussis-Parapertussis Vaccine. A. C. Rambar, Katherine Howell and 
E. J. Denenholz.—p. 556. 


*Allergy as Cansative Factor of Fatigue, Irritability and Behavior Prob 

lems of Children. T. G. Randolph.—p. 560. 

Febrile Convulsions.—livingston and his co-workers 
studied ©4 patients. each of whose first convulsion in childhood 
was associated with an acute febrile illness. In 18 of the 94 
patients not only the initial but each subsequent convulsion was 
accompanie’? by fever: all 18 patients recovered. Seventy-six 
patients had both febrile and afebrile convulsions, and only 
28 of them recovered. The earliest age of cessation of febrile 
convulsions in this series was 3% years; the latest age was 
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8 years. The earliest age of onset was 3 months; the latest 
8% vears. Age of onset, sex, race and form of anticonvulsive 


treatment did not seem to influence the final outcome. The 
prognosis for recovery in patients whose convulsions were 
invariably associated with fever was good. The prognosis was 
better for those patients who had fewer recurrent attacks. Focal 
convulsions carried more serious prognostic importance than 
generalized convulsions. There is a relatively less favorable 
prognosis for a convulsive child whose close relatives have 
suffered from chronic epilepsy, whereas the outcome is better 
if only childhood convulsions have occurred in close relatives. 
It is suggested that there may be a significant difference between 
the hereditary factors which predispose to chronic epilepsy and 
those which predispose to childhood convulsions. Patients 
with a negative family history showed less tendency to recover 
than those with a family history of childhood convulsions. 
Mumps Meningoencephalitis.—Eberlein and Lynxwiler 
describe the clinical picture of mumps meningoencephalitis based 
on 280 cases from the literature. Two hundred and sixty-six 
(95 per cent) of the patients complained of headache, usually 
frontal. Approximately 80 per cent had nausea and vomiting. 
If the patient was a child, the parents often remarked that he 
had been lethargic or the somnolence was noted later in the 
disease. Thirty-one patients (11 per cent) had convulsions and 
48 (17 per cent) were disoriented and unable to give a history. 
The patients were running a temperature, usually between 100 
and 102 F. There were variable degrees of meningeal irritation 
and nuchal rigidity or abnormal reflexes such as positive Kernig 
or Babinsky signs. All of these, like the parotitis, may be absent 
at first only to appear later in the disease. In all except 33 of 
the cases the diagnosis was based on the typical clinical picture 
appearing either during an epidemic of mumps or in persons 
with a definite history of exposure to mumps. In 1 case of 
mumps meningoencephalitis without parotitis in a boy aged 9 
there was no epidemic or history of exposure to mumps to 
suggest the true diagnosis. The patient’s sister, aged 10, was 
admitted to the hospital ten days later with a dull pain beneath 
the lobe of the left ear and with a temperature of 101.6 F. The 
fever lasted four days, after which she had no symptoms. Both 
the boy and his sister, five to six weeks after their recovery, 
had high complement fixation titers for the mumps virus. 
Fifteen days after the onset of the boy’s illness the mother of 
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these 2 children, who nursed the boy throughout his illness, had 
a full-blown bilateral parotitis. It is suggested that meningo- 
encephalitis without parotitis is infectious and that complement 
fixation test may be the only way to establish the diagnosis. 

Premature Closure of Cranial Sutures.—Simmons and 
Peyton operated on 5 patients with craniostenosis, 3 male chil- 
dren between the ages of 8 months and 3% years and 2 women 
aged 28 and 29 years, respectively. Craniostenosis is an anomaly 
in which the sutures of the skull close prematurely, causing 
compression of the intracranial contents. Microcephaly gives 
most difficulty in the differential diagnosis of craniostenosis. 
In the large majority of cases it should be possible to distinguish 
between these two conditions at an early age. Mental retarda- 
tion, one of the earliest symptoms of craniostenosis, is the most 
important indication for surgical intervention and one which 
has received little emphasis in the past. It is impossible to 
repair damage which has already occurred to the brain, but 
further damage may be prevented by early craniectomy. Blind- 
ness is one of the commonest symptoms, and surgical inter- 
vention should be performed at the first indication of failing 
vision. Otcasionally surgery may be necessary for the relief 
of severe and persistent headaches which may be associated 
with the disease. Because the bones of the skull in infants 
are thin and flexible, linear craniectomy will allow for adequate 
expansion of the brain and will allow the head to assume a 
normal shape. After linear craniectomy the bone tends to form 
bridges across the artificial suture lines and to arrest expansion; 
this is probably one of the reasons for poor results following 
surgical intervention in these cases. Tantalum foil interposed 
between the bone edges should prevent this regeneration and 
should allow continued expansion of the skull without additional 
operations. This method was employed in 2 of the authors’ 
patients aged less than 1 year. One year after operation 
psychometric testing revealed that one of these patients had an 
intelligence quotient of 100, and he seemed in every way to be a 
normal child. 


Fatigue of Allergic Origin in Behavior Problems.— 
According to Randolph, the fatigue syndrome of allergic origin 
is a common cause of irritability and abnormalities of behavior 
in children. It usually results from chronic food allergy 
involving sensitivity to more than one food. Although any 
food ingested in often repeated feedings may be the cause of 
such chronic symptoms, sensitivity to wheat and corn is encoun- 
tered most frequently. Clinically these cases fall into two 
groups: the first and larger group, as illustrated by 3 cases 
in boys 8 and 9 years of age, is characterized by the chronically 
tired, sluggish and depressed child. The second group, of which 
1 case is reported in a boy 8 years old, is typified by the hyper- 
kinetic, excitable child. The children in both groups are 
inclined to be irritable and fretful in their behavior and to be 
maladjusted in both the home and school. Their schoolwork 
suffers because of a characteristic difficulty in concentration 
and impairment of memory. Although this clinical picture 
may be the sole allergic manifestation exhibited by a child, it is 
more commonly associated with a history of one or more other 
expressions of clinical allergy. These children are most 
commonly considered nervous, a point of view that is not 
helpful in their treatment. When dealing with allergic children, 
the significance of psychic and emotional factors in the genesis 
of irritability and behavior problems may be judged to best 
advantage after the allergic reactions are brought under control. 


Michigan State Medical Society Journal, Lansing 


46: 1226-1352 (Nov.) 1947 

Michigan Rural Health Conference. J. S, DeTar.—p. 1273. 

Widespread Metastatic Carcinoma: 4 L. Kazdan.—p. 1276. 

Prolapse of Umbilical Cord. L. E. re Jr.—-p. 1277. 

Prostatic Surgery: Review 100 R. J. Hubbell 
and R. N. Kilgore.—p. 

*Medical Treatment of so Peptic Ulcer: Report of Case. R. S. 
McClintock.—p. 1282. 

Combined Jaw Kesection and Neck Dissection. H. C, Saltzstein and W. 
Johnson.—p. 1285. 


Medical Treatment of Perforated Peptic Ulcer.— 
McClintock says that it is the practice in the Baltimore Marine 
Hospital to treat all patients with ruptured peptic ulcer by 
conservative measures. Only 1 death occurred in 35 cases so 
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treated. The case reported is of interest because there devel- 
oped in the patient and was maintained for many weeks a large, 
asymptomatic, localized abscess of the peritoneum, apparently 
caused by spilled gastric juice. In spite of the fact that the 
general condition of this patient was poor, he recovered com- 
pletely with conservative treatment. 


Military Surgeon, Washington, D. C. 
101: 361-466 (Nov.) 1947. Partial Index 
Dental Service in the Postwar Army. T. L. Smith.—p. 376. 


Dental Service in Veterans Administration. M. M. Fowler, E. M. Ken- 
nedy, C. A. Toline and L. D. Heacock.—p. 378. 


Plastic Artificial Eye and Restorations Program, Veterans Administra- 
tion. R. E. Stewart.—p. 39 


General Hospital Dental Service. O. P. Snyder.—p. 410. 


Discussion of Dental Service in Theater of Operations and Suggested 
Changes. L. H. Tingay.—-p. 414 


Maxillary Fractures. H. A. Brayshaw.—p. 436. 


Missouri State Medical Assn. Journal, St. Louis 
44:788-804 (Nov.) 1947 
Chemotherapy in Surgery. W. A. Altemeier.—p. 803. 
Chemotherapy in Medical Conditions. D. R. Nichols.—p. 809. 
Medical Care of the Veteran. R. M. Zollinger.—p. 813. 
Development of Veterans Administration Residency Training Program. 
F. E. Walton.—-p. 824 
44:865-936 (Dec.) 1947 
SYMPOSIUM ON POLIOMYELITIS: 
i 100 Cases of Poliomyelitis. A. Jones and F. D. Dickson. 
—p. 881, 


Speculative High Points on Cause, Immunity and Pathology of Polio- 
myelitis. F. C. Helwig. —p. 882. 


Diagnosis and Treatment of Poliomyelitis. R. J. Blattner.—p. 886. 


Treatment of Poliomyelitis in Recovery and Residual Phases. H. R. 
McCarroll.——-p. 888. 


Criteria for Diagnosis of Psychosomatic Symptoms. G. Saslow.—p. 894. 
Postrheumatic Arthralgia. M. B. Roche.—p. 896. 


Lawyer’s Comments on Medical Testimony in Medicolegal Cases. J. G. 
Madden.—p. 90 


ge Absence of Vagira: Treatment and Aftercare: Report of 
“ase. . J. Crossen.——p. 903. 


New England Journal of Medicine, Boston 


237 :683-718 (Nov. 6) 1947 


*Aerosol Therapy of Respiratory eee Report of 50 Cases. V. Bry- 
son and E. J. Grace.—p. 


Services Offered to Physician Massachusetts Department of Public 
Health. V. A. Getting.—p. 693 


Carcinoma of Colon and Rectum. J. W. Jameson and C, R, Mullins. 
699. 


Tuberculosis in the Aged: Report of Case. D. C. Ditmore.—-p. 702. 

“Folic Acid’: Pteroylglutamic Acid and Related Substances. F. Sar- 
gent.—p. 703. 

Carcinoids of Ileum, with Metastasis to Mesenteric Lymph Nodes. Volk 
vulus of Ileum.-——p. 708 

Chronic Pulmonary Tuberculosis.—p. 709. 


Aerosol Therapy of Respiratory Disease.—Bryson and 
Grace say that experimental evidence indicates that to penetrate 
to the smaller bronchioles and alveoli of the lungs, aerosols 
must be composed of small particles of 5 microns in diameter 
or less. Large particles are undesirable, except for the treat- 
ment of infectious tracheitis, laryngitis and other diseases of the 
larger respiratory passages. The clinician must distinguish be- 
tween the ordinary commercial atomizer, which produces rela- 
tively large droplets, and the nebulizer, which is constructed 
with some intermediate baffle to break larger particles into 
smaller droplets. If it is desired to confine therapy predomi- 
nantly to the bronchioles and alveoles, the clinician should 
ascertain that the nebulizer produces with 5 per cent glycerin 
a fine smoke that floats in the air, rather than a spray capable 
of wetting objects placed a few inches from the orifice. Aerosol 
therapy is a form of topical treatment. Topical administra- 
tion of antibiotics in detergent solutions may provide the phy- 
sical advantages associated with reduced surface tension and 
the antibacterial advantages contingent on synergism and the 
reduced likelihood of drug-fast infection. Clinical experience 
of more than two years has shown antibiotic aerosol therapy 
to be a valuable supplement to parenteral treatment of respira- 
tory disease, including intrinsic infectious asthma, bronchitis, 
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bronchiectasis, sinusitis and, more recently, tuberculosis. Ex- 
cept in selected cases, aerosol therapy should be attempted be- 
fore there is resort to surgery. Case histories are given to 
demonstrate the therapeutic effect of aerosol therapy. 


Public Health Reports, Washington, D. C. 
62: 1591-1628 (Nov. 7) 1947 


Tuberculosis Case-Finding Survey of Total Population of Reykjavik, Ice- 
land, in 1945. S. Sigurdsson and O. P. Hjaltested.—p. 1593. 

Geographic Distribution of Histop!asmin and Tuberculin Reactors Among 
Ohio State University Freshmen and Student Nurses Training in 
Columbus, Ohio Hospitals. J. A. Prior and Margaret F. Allen. 


—p. 1608. 
62:1629-1656 (Nov. 14) 1947 


Role of Health Education in Public Health Program. M. Derryberry. 


Naturally Occurring Histoplasmosis in Mus Musculus and Rattus Nor- 
vegicus. C. W. Emmons, J. A. Bell and B. J. Olson.—p. 1642. 


62: 1657-1680 (Nov. 21) 1947 


Opportunities for Public Health In Disability Insurance Programs. M. 
I. Roemer.—p. 1657. 


Review of Gastroenterology, New York 
14:755-826 (Nov.) 1947 
*Emptying of Normal Stomach in Altitudes. W. Nimeh.—p. 763. 
Jaundice. R. Upham.—p. 775. 
Proctological Manifestations in Systemic Disease. 
Astrachan.—p. 6. 
Linitis Plastica with Total Gastrectomy. 


S. Schapiro and J. E. 


M. J. Matzner.—p. 800. 


Emptying of Stomach at High Altitudes.—Nimeh says 
that since he began to practice medicine in México, D. F., 
Mexico, more than twenty years ago, he noted during radiologic 
examinations that the emptying time of the stomach in normal 
persons is decidedly retatded in comparison with that estimated 
as normal and is different from that observed at lower altitudes. 
This observation and corroborating statements by others induced 
the author to study the causes of this phenomenon. He arrives 
at the conclusion that anoxia and the type of food are the most 
important factors that cause the retardation of the emptying of 
the normal stomach at high altitudes; the first by vagospastic 
and pylorospastic action and the second by chemical and mechani- 
cal action of the fats*and condiments taken. 


Southern Surgeon, Atlanta, Ga. 
13:777-840 (Nov.) 1947 


Segmental Pulmonary Resection for Bronchiectasis. 

F. M. Woods.—p. 777. 

Management of Ununited Fracture. J. O. Rankin.—p. 785. 

An Analysis of 1,100 Consecutive Thyroidectomies. R. B. McKnight. 
Pree ot Pubvie Surgery in the Female. N. F. Miller.—p. 821. 
*Hidradenomas of Vulva: Report of 4 Cases with an Evaluation of Them 

in Light of Analogous Breast Lesions. J. A. Cunningham and J. 

Hardy. —-p. 831. 

Hidradenomas of Vulva.—Cunningham and Hardy report 
4 women with sweat gland tumors of the vulva and review the 
literature on this problem. To date about 80 cases have been 
recorded. Despite this paucity of reported cases, these are 
the tumors most commonly encountered in the vulva. Of 5 
vulval tumors observed by the authors, 4 were of sweat gland 
origin. Small tumors are usually situated subjacent to the 
epidermis and appear as small cystic, elevated nodules. With 
an increase in size, the overlying epidermis may ulcerate, with 
eventration of the papillary contents of the cysts. These tumors 
are seen as fungoid or filiform reddish masses. Microscopically, 
the picture is usually that of an intracystic papillary tumor. 
Usually the tumors are discovered incidentally during routine 
physical examination and present no symptoms. Occasionally 
the patient notes a mass or complains of spotting of the under- 
garments by blood or secretion. As a rule these lesions are 
clinically benign. Only 3 of the 80 cases recorded have shown 
malignant characteristics. The authors consider these lesions 
analogous to the intraductal tumors of the breast. The basis for 
this belief rests on embryologic considerations, parallelism of 
clinical behavior and the morphologic similarity of the lesions. 
In the fetus a milk line develops which extends from the axilla 
to the groin. This is a manifestation of human phylogenetic 
evolution, and in our mammalian relatives breasts develop all 
along this line. 


R. H. Overholt and 


J. A. M. A. 
eb. 21, 1948 


Texas State Journal of Medicine, Fort Worth 


43: 417-478 (Nov.) 1947 


Control of Tuberculosis Among College Students in Texas: With Report 
of Photofluorographic Survey of Student Body of University of Texas. 
J. E. Johnson.—p. 424. 

Thoracic Surgery: Its Present Scope. H. D. Adams.—p. 430. 

Army Postgraduate Surgical Training Program. W. G. Stuck.—p. 436. 

Recent Advances in Treatment of Leukemias and Lymphomas. A. 
Hettig.—p. 439, 

Sodium Pag in Treatment of Lead Encephalopathy. 

Léffler’s "aibiadian Report of Case in Infant. G. T. O’Byrne.—p. 446. 

Early Diagnosis of Carcinoma of Uterus—Physician’s Responsibility. 

{. O. Jones.—p. 449. 

Radiation Treatment of Cancer of Cervix. G. Turner.—p. 452. 

Roentgen Therapy for Lymphoid Hyperplasia of Nasopharynx. E. E. 
Seedorf and E. cKay.—p. 457. 

Dacryocystorhinostomy. H. M. Block.—p. 462. 


E. E, Wilkinson, 


West Virginia Medical Journal, Charleston 


43 : 359-382 so 1947 


Curious Types of Abdominal Pain. C. Alvarez.—p. 

Chronic Urinary Tract Infection in Chiktren: E. W. Peg Jr. —p. 365. 
Rectal Dilator in Perireal Repair. A. P. Hudgins.—p. 370. 
*Diagnosis and Treatme:.t of Acute Coronary Diseases. A, M. Master. 


—p. 372 
43: 383-434 (Dec.) 1947 


Rupture of Pregnant Uterus. G. W. Easley, F. J. Burian and R. T. 
Rapp.—p. 383. 

Congenital Bowel Obstruction in Newborn: 
Scott and J. N. Jarrett.—-p. 389. 

Effects of Atom Bomb Radiation on Human Body. G. M. Lyon.—p. 391. 

Oxygen Therapy. J. F. Morris.—p. 395. 

Tetanus in Kanawha Valley ~—_ in Charleston, West Virginia Hos- 
pitals. S. L. Schreiber.—p. 398. 


Report of Case. W. W. 


Coronary Diseases.—Although it is known that diseases of 
the heart are by far the most frequent causes of death, it is not 
generally appreciated that acute coronary artery diseases alone, 
with the possible exception of cancer, cause more fatalities than 
any other disease. There are two chief acute coronary artery 
diseases, (1) acute coronary insufficiency and (2) acute coronary 
occlusion. Master gives particular attention to acute coronary 
insufficiency, which greatly varies in severity. An episode may 
be associated with exertion, trauma, excitement and emotion, 
extremes of heat and cold, infection, excessive simultanéous use 
of tobacco, alcohol and food. It may be a consequence of 
operation, anesthesia, anoxemia of many types, carbon monoxide 
poisoning, acute hemorrhage, hypotension, hypothyroidism, hypo- 
glycemia or adrenalin. It may resuli from status asthmaticus or 
from pulmonary infarction and embolization ; it may occur reflexly 
from disturbances in the abdominal viscera. Prognosis of this 
condition is generally favorable, provided the precipitating factors 
are removed. The favorable prognosis of acute coronary insuffi- 
ciency is in contrast to that of coronary occlusion, which occurs 
fortuitously ; it may take place any time or anywhere and is not 
related to effort and excitement. It most frequently takes place 
during sleep and rest. The symptoms are crushing, substernal 
pain (not relieved by glyceryl trinitrate), nausea, vomiting, shock, 
fall in blood pressure, change in heart sounds, gallop rhythm, 
fever, leukocytosis and increased sedimentation rate. The illness 
is prolonged, and permanent changes in the heart usually ensue. 
At autopsy the coronary artery is completely closed by a 
thrombus, which is formed directly on an intimal plaque or 
originates from an intimal hemorrhage that has broken through 
the intimal lining. A hematoma within the intima may cause 
complete obstruction of the lumen without thrombosis. Treat- 
ment of acute coronary occlusion should be directed toward 


relieving the patient’s symptoms. Drastic measures are contra- 
indicated. 


Yale Journal of Biology and Medicine, New Haven 
20:1-134 (Oct.) 1947 


Experimental Attempts to Transmit Infectious Mononucleosis to Man. 
A. S. Evans.—p. 1 
Studies of Car bohydrate- Lipoid Complex from Human Strain Tubercle 
Bacillus H 37. G. V. Kropp and C. Floyd.—p. 27. 
Quantitative Coagulase and Toxin Production by Staphylococci in oo 
tion to Clinical Source of Organisms. M. Tager and .H. Hal 
41. 


Mortality in Socio-Economic Districts of New Haven. C. Sheps and 
J. H. Watkins.—p. 51 


Standardization of Complement Fixation Reaction with Chicken Serum as 
Complement. Barbara K. Watson.—p. 81. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


British Journal of Dermatology and Syphilis, London 
59:367-406 (Nov.) 1947 
Production of Dermatitis By Pyrethrum and Attempts to Produce a 
Non-Irritant Extract. K. A. Lord and C. G. Johnson.—p. 367. 
Incontinentia Pigmenti. F. Kalz and Eleanor Mackenzie.—p. 375. 
Note on Milker’s Nodes. H. J. Wallace.—p. 379. 


British Journal of Ophthalmology, London 


31:649-712 (Nev.) 1947 

Consideration of Aniridia, with a Pedigree. P. H. Beattie.—p. 649. 

Induction of Experimental Tumor of Lens. Ida Mann.—p. 676. 

Xanthelasmata and Autonomic Nervous System: New Syndrome. 
A. Bakker.—p. 686. 

Case of Bilateral Coloboma of Optic Disc. H. L. Hughes.—p. 689. 

Case of Pseudo-Glaucoma. J. A. Magnus.—p. 692. 

Case of an Adenoma Arising in Sweat Gland of Upper Eyelid. F. 
Clifton and W! H. Gordon.—p. 697. 

An Unusual Case of pene Bilateral, Non-Traumatic Iris 
Prolapse. M. L. Nairac.—p. 7 

Contracted Socket: Splint Method of Post-Operative Control. F. M. 
Lyons.—p, 703. 


British Journal of Radiology, London 
20:441-488 (Nov.) 1947 


Carcinoma of Bronchus with Especial Reference to Its Treatment by 
Radiotherapy. L. M. Shorvon.—p. 443. 

Inhibition of Ribo- and Thymo-Nucleic Acid Synthesis in Tumor Tissue 
y Irradiation with X-Rays. Barbara olmes.—p. 450. 

*Physical Aspects of Intracavitary Radium Treatment of Carcinoma 
of Cervix Uteri: III. New Applicator. G. J. Neary.—p. 454 

Melorheostosis and Periostitic Form of Leontiasis: Xeport 
of Case of Osteitis in a Rib Showing Apparently —— Link 
Between These Two Lesions. H. R. Sear.—p. 

Technic for Cerebral Angiography. R. H. = Ehol and A. A. 
Vickers.—p, 474 

Report of 6 Cases of Coxa Magna Following Synovitis of Hip Joint. 
B. McMurray.—p. 

Tendinitis of Flexor Carpi Ulnaris. J. W. Winchester and E. C. 


ckie.--p. 48 
Importance of ae in Investigation of Sinus Tracts of Thorax. 
T. R. Riley.—p. 483. 


Intracavitary Radium Treatment of Carcinoma of Cer- 
vix.—Neary describes a new applicator for the treatment of 
carcinoma of the cervix uteri. Without exceeding the local 
doses normally arising in conventional technics, a more than 
twofold improvement in the dose at the pelvic wall (5,000 r) 
is achieved. The predetermined radiation field cannot change 
during treatment, and it is maintained in correct relationship to 
the bony pelvis. The radium sources consist of 70 mg. in the 
uterus and two units of 140 mg. each in the vagina on the mid- 
line. The treatment time is seventy-two hours, leading to a 
total of 25,000 milligram-hours. Drastic modification of the 
distribution of radiation is brought about by massive platinum 
screens. The design of this applicator is not regarded as neces- 
sarily final or universally applicable. It has been found desira- 
ble to modify the uterine tube. The wider importance of the 
principle of screening for obtaining special dose distributions is 


stressed, 
British Medical Journal, London 
2:759-806 (Nov. 15) 1947 


Thiouracil in Toxic Goiter: Review of Four Years’ Experience. H. 
Cookson and F. H. Staines.—p. 759. 
*Malnutrition of Nervous System. W. R. Brain.—p. 763. 


Biochemical Applications of Stable and Radioactive Isotopes. A. S. 
McFarlane.—p. 766. 


Diabetes Insipidus and Uterine Atony: Case Observed Over Period of 

Twenty-Six Years. G. Maraiion.—p. 769. 

*Nephritis in Textile Workers. R. Platt.—p. 771. 

Malnutrition of Nervous System.—According to Brain it 
is often difficult to distinguish between intoxication and a 
deficiency. He discusses beriberi, Wernicke’s encephalopathy, 
pellagra, war neuropathy and myasthenic syndrome. In the 
past there was a tendency to think that describing a disorder 
as toxic explained it, but it was only ignorance of the finer 
processes of the metabolism of the neurone that forced physicians 
to be content with such vague conceptions as intoxication and 
toxic polyneuritis. A normal constituent of food may be toxic 
only in the presence of vitamin deficiency or other deficiency— 
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e.g., maize in pellagra. Lathyrism gives rise to a spastic para- 
plegia. Denny-Brown believes that lathyrism has not been 
proved experimentally to be due to Lathyrus sativus and suggests 
that flour made from this pea may be deficient in tryptophan 
and that this may neutralize the action of a vitamin, the con- 
sumption of lathyrus thus bearing the same causal relation to 
lathyrism that the consumption of maize or cassava does to 
pellagra. Maize is toxic only in the sense that it leads to a 
tissue deficiency of nicotinic acid, and it might be considered that 
the crucial question is the state of the nervous system. Even 
in this instance the distinction between intoxication and deficiency 
is not clearcut. The author concludes that all that has been 
learned about malnutrition should prove that whatever happens 
to the nervous system will need increasingly to be considered 
from the standpoint not only of morbid anatomy but also of the 
chemistry of the nerve cell. 


Nephritis in Textile Workers.—Platt points out that in 
an earlier issue of the British Medical Journal an article on 
oxygen poisoning contained the statement that “the inhalation 
of textile dusts is a steady source of death from nephritis and a 
group of conditions whose common factor is hyperpiesia.”” The 
data analyzed suggest that deaths from so-called nephritis in 
textile workers are in all probability due to hypertension and 
can be as easily explained by natural variations in the genetic 
constitution of an inbred population as they can by environmental 
influences. This should be borne in mind before making the 
assumption that such deaths are due to “the inhalation of 
textile dusts.” 

2:807-854 (Nov. 22) 1947 


Sherrington’s Impact on J. F. Fulton.—p. 807. 

Sherrington—The Man. T rown.—p. 810 

Sherrington as Philosopher. A. D. Ritchie.—p. 812, 

*Mctabolic Disturbances After Injury. J. Beattie.—p. 813. 

Synchronous Combined Total Gastrectomy. Hume and G. 
Llackburn.—p. 817. 


Effect of Penicillin on Bacterial Flora of Mouth. D. A. Long.—p. 819. 
en of Tuxford’s Index by Graphical Methods. H. Campbell. 

—p. 821. 

Metabolic Disturbances After Injury.—Beattie directs 
attention to an increase in the urinary nitrogen output follow- 
ing fractures in experimental animals and in well nourished 
human subjects. Poorly nourished persons do not show this 
response, at least not to the same extent as do well nourished 
persons. At least three factors condition the magnitude of 
increased nitrogen output in the “katabolic’” phase—immobili- 
zation in bed, the severity of the injury and the nutritional state 
of the person at the time of injury. The urinary nitrogen out- 
put increases to reach a peak by the end of the first week after 
injury. The high nitrogen output may be diminished but not 
abolished by high protein diets. It has been shown that the 
urine during the period of high nitrogen output contains large 
quantities of corticosteroid material presumably derived from the 
adrenal cortex. Aiter injury the body requirement for ascorbic 
acid (vitamin C) is apparently greater. Some of the increased 
demand may be due to an increased utilization in the adrenal 
cortex and the liver and some to the needs of the tissues at the 
site of injury. The increase in calcium output in the urine after 
injury is a potential danger, as insoluble calcium phosphate may 
be precipitated, leading to the formation of calculi. 


Journal of Neurol., Neurosurg. & Psychiatry, London 
10:93-140 (Aug.) 1947 


Encephalotrigeminal Angiomatosis (Sturge-Weber) Without 
logically Discernible Calcifications; Anatcmicoclinical Study. 
Hacmerlinck, G. Myle and L. van Bogaert.—p. 

Diverticulum of Lateral Ventricle Extending Into Posterior Cranial 
Fossa: Report of Case Successfully Relieved by Operation. W. V. 
MacFarlane and M. A. Falconer.—p. 101. 

*Case of Musicogenic Epilepsy. D. Shaw and D. Hill. —p. 107. 

Electrical Aids in Prognosis of Netve Injuries. H? W. Newman and 

Electromyograms in Muscular Disorders. E.° Kugelberg.—p. 122. 

Cerebral Responses to Electrical Stimulation of Peripheral Nerve in 
Man. G. Dawson.—p. 137. 


Musicogenic Epilepsy.—Shaw and Hill assert that 
examples of epilepsy induced by musical sounds are clinical 
rarities, the most comprehensive review citing only 20 cases, 
some of which were not definitely established. The authors 
present the case of a woman, aged 44, in whom extensive clini- 
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cal investigations failed to reveal an acquired cerebral lesion, 
although the fit pattern, optokinetic response and interseizure 
electroencephalogram indicated an epileptogenic area in the left 
temporal lobe. The patient experienced increases of blood pres- 
sure, heart rate and respiration while listening to music. Fits 
could not be induced by pure tones, although the patient felt 
emotional to a tone of 512 cycles which persisted and was varied 
in loudness. Different kinds of music were invariably followed 
by a fit within five minutes. Electroencephalographic studies 
showed a constant pattern for the development of the fit. No 
change of rhythm was seen while music was played before the 
fit began. The cortical discharge began six or seven seconds 
after the clinical onset. 
Lancet, London 


2:709-744 (Nov. 15) 1947 
Health of Authors. H. Nicolson.—p. 709. 
Leukotomy and DVepersonalization Syndrome. 


H. J. Shorvon. 


— 


Effect of Stilbestrol on Mouse Tumors. 
ski.—p. 718. 

Auscultation in Acute Abdominal Disease. C. G. Rob.—p. 720. 

Rupture of Rectus Abdominis Muscle During Pregnancy: Keport of 2 
Cases. Joyce Morgan.—p. 721. 

Fatal Hemorrhage in Aberrant Lung Tissue: 
Hart and A. C. Jones.—p. 722. 
Prefrontal Leukotomy and Depersonalization.—Shorvon 

states that the distressing symptom of unreality both in self 
(depersonalization) and surroundings (derealization) can arise 
in the early stages of all neuroses and psychoses and in some 
organic conditions, but there are also patients in whom deper- 
sonalization is fundamental, the predominant and presenting 
symptom, existing almost alone as a clinical entity. Since a 
diminution in preoccupation with self and awareness of self 
is a frequent result of leukotomy, Shorvon thinks that this 
operation is indicated in intractable cases of the depersonalization 
syndrome where other methods of treatment have failed. He 
reports 5 cases of depersonalization syndrome for which pre- 
frontal leukotomy was performed. Four patients lost their 
symptoms of depersonalization after leukotomy (2 immediately 
and 2 after several months), and the fifth patient has improved 
and is still improving. 


2:745-780 (Nov. 22) 1947 
Pathology of Sudden Death. K. Simpson.—p. 745. 
Intracellular Mode of Ac:ion of Sulfonamide penne 
O’Meara, P. A. McNally and H. G. Nelson.—p. 
*Staphylococcal Pneumonia in Childhood: latiologic 
. J. Guthrie and G. L. Montgomery.—p. 752. 
The Chronic Paretic. B. H. Kirman.—p. 755. 
*Transplantation of Teres Major and Lati-simus Dorsi: 
External Rotation at Shoulder. B. Zachary.—p. 
Staphylococcus Pneumonia in Childhood.—According to 
Guthrie and Montgomery primary Staphylococcus pneumonia 
occurs in epidemic and sporadic forms. They observed at 
necropsy 55 cases of Staphylococcus pneumonia in children, all 
under the age of 7 years, two thirds of them being less than 
6 months old, at the Royai Hospital for Sick Children, Glasgow. 
In addition one of them investigated in a maternity nursery an 
outbreak of Staphylococcus infection which included 16 cases of 
pneumonia. The 55 hospital cases consisted of 45 in which 
pulmonary consolidation was the outstanding feature and 10 in 
which the pneumonia was associated with suppurative bronchitis 
and bronchiolitis; in 2 it was accompanied by acute bronchiec- 
tasis and in 3 by pulmonary abscess. Staphylococcus aureus was 
isolated at necropsy in all the hospital cases, and in a few 
instances the organism had been obtained also during life from 
pleural pus and throat and nasal swabs. It was impossible to 
ascertain in the epidemic in the maternity nursery whether the 
Staphylococcus alone was responsible for this epidemic or 
whether it was associated with a mild type of virus influenza. 
The authors stréss that Staphylococcus pneumonia is a grave 
disease with high mortality, particularly in infants. Pathologic 
changes vary according to the duration of the disease. The 
earliest stage is a hemorrhagic exudative reaction simulating 
the red hepatization of lobar pneumonia, and this is particularly 
likely to be found in infants. Premature babies have a poor 
resistance to the Staphylococcus, and in pulmonary infection 
death may take place with minimal pulmonary reaction, though 
the lungs contain abundant cocci. In view of the pronounced 
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sensitivity to penicillin of most strains of Staph. aureus, it 
appears that penicillin would offer the best chance of control.ing 
the infection. The penicillin treatment can be combined with 
administration of sulfonamide drugs. 


Transplantation of Teres Major and Latissimus Dorsi. 
—Zachary reports the case of a man, aged 30, who had been 
wounded by a shell splinter in the right side of the neck and 
below the angle of the right scapula. Nearly three years after 
the injury, the deltoid and biceps were working against gravity 
and weak resistance, but the external rotators of the humerus 
showed only a flicker of voluntary power. The patient’s chief 
disability was the tendency of the arm to swing toward the chest 
when he lifted anything in the right hand. Transplantation of 
the teres major and latissimus dorsi to the outer side of the 
humerus was resorted to in order to restore external rotation 
of the arm. The author points out that this operation is a 
modification of that described by L’Episcopo and makes use of 
Henry’s approach to the back of the humerus. He thinks that 
the operation described here may have important applications in 
the reconstructive surgery of the many brachial plexus lesions 
sustained in the war. 


Medical Journal of Australia, Sydney 


2:505-532 (Oct. 25) 1947 
Present-Day Trends in Psychiatry. J. F. Williams.—p. 505. 
Prefrontal Leukotomy. H. M. Birch.—p. 508 
Observations on Psychologic and Psychiatric Problems Encountered in 
Singapore Prison Camp. O. Poynten.—p. 
Prefrontal Leukotomy for Obsessional 
W. A. Dibden.—p. 511. 
Four Cases of Prefrontal Leukotcmy. K. F. Edwards.—p. 512. 
*Septic Sore Throat and Venous Thrombosis. D. Reye.—p. 516. 
Acute Friedlander’s Bacillus Pneumonia Treated with Streptomycin 
C, E. Vickery and J. Gray.—p. 518. 


Report of Case 


Septic Sore Throat and Venous Thrombosis.—Accord- 
ing to Reye sudden extensive thrombosis of veins as distinct 
from thrombophlebitis is not common. He presents 2 examples 
of venous thrombosis occurring in children, aged 6 years. In 
each case the illness began with a sore throat and cervical adeni- 
tis, severe orthochromic anemia early in the disease and pro- 
nounced neutrophilic leukocytosis. The first case concerned a 
girl who fourteen days before her admission to hospital had had 
a sore throat, frequent cough and enlargement of the cervical 
lymph nodes. Eleven days later she suddenly became pale and 
her abdomen became swollen. On the following day the pallor 
and abdominal swelling were more pronounced, and she began 
to vomit. She was admitted to the hospital at this stage. The 
red blood cells numbered 2,800,000 per cubic millimeter and the 
neutrophilic leukocytes 33,000. She was given a transfusion, but 
her condition did not improve, and she died. All organs were 
examined histologically, but only in the liver were any signifi- 
cant pathologic changes found. In this organ the entire system 
of hepatic veins was thrombosed. The rapidity with which death 
occurred was due solely to the peculiar site of election for throm- 
bosis, since this resulted in rapid necrosis of the liver. In the 
second case, which concerned a boy, both feet and the distal 
half of the legs were gangrenous, the condition being more pro- 
nounced on the right side. Eight days after his admission spon- 
taneous separation of the right foot occurred at the ankle joint. 
The right leg was amputated on the following day. Later, part 
of the left foot separated, but after that the gangrenous process 
in this leg receded. Were it not for the histologic studies on 
the amputated leg, it might have been assumed that the tissue 
necrosis was the result of arterial obstruction rather than of 
venous occlusion. However, the evidence for venous as against 
arterial obstruction was clear. 


Practitioner, London 


159:239-350 (Oct.) 1947. Partial Index 


Advances in Medicine. L. Whitby.—p. 239. 

Advances in Surgery. L. Rogers.—p. 247. 

Advances in Obstetrics and Gynecology. W, — —p. 256. 
Advances in Pediatrics. R. S. Illingworth.—p. 
Advances in Treatment of Venereal Diseases. °C. L. M. McElligott. 
—p. 284. 
Advances in Treatment of Tuberculosis, R. R. Trail.—p. 292. 
Advances in Treatment of Blood Diseases. L. S. P. Davidson.—p. 311. 
Advances in Gastro-Enterology. W. 1. Card.—p. 320. 

Advances in Chemotherapy. F. R. Selbie.—p. 326. 
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Acta Clinica Belgica, Brussels 
2:261-363 (July-Aug.) 1947 


Early Treatment of Cerebral Hemorrhage and Encephalomalacia. J. 
oskam.—p. 1 


Prognosis in Suppurations of Lung. H. Durieu and F. de Clercq. 
278 


Picanat ‘of Functional Dyspnea by Medicated Aerosols, Pneumodila- 
tors, Expectorants and Cardiotonics. R. Charlier—p. 313. 
— ae of Erythrocytes in Hyperthyroidism. <A. Nizet. 
Basophil Stippling of Erythrocytes in Hyperthyroid- 
ism.—Nizet says that certain experimental and clinical observa- 
tions indicate that the thyroid hormone has a stimulating effect 
on erythropoiesis. He decided to investigate whether patients 
with hyperthyroidism show increases in the erythrocytes with 
basophil stippling, a sign which suggests stimulation of erythro- 
poiesis. A table listing 27 patients shows the results so far 
obtained. The ratio of stippled cells, observed on the dark field 
after staining with methylene blue, has been found higher in 
patients with thyrotoxicosis (4,000 to 40,000 per million) than 
in normal subjects (0 to 3,000 per million). The author investi- 
gated variations in the incidence of erythrocytes with basophil 
stippling in 11 patients with hyperthyroidism while they were 
undergoing treatment with various antithyroid substances such 
as thiourea and thiouracil. It was found that improvement in 
the hyperthyroid state following treatment was accompanied by 
a return to the normal level of erythrocytes with basophil stip- 
pling. In patients in whom treatment proves inadequate this 
decrease fails to take place or is extremely slow. The return 
to normal of basophil stippling is not accompanied by a parallel 
reduction in the reticulocyte count, which seems to indicate that 
the two elements differ. The author suggests that basophil 
stippling may be of value in the diagnosis of thyrotoxicosis. 


Klinische Wochenschrift, Heidelberg 
24/25:193-256 (Jan. 1 & 15) 1947. Partial Index 


Hemolytic Anemias on Basis of Abnormal Serologic Reactions. L. Heil- 
meyer, F. Hahn and H. Schubothe.—p. 193. 


Regulation of Plasma Proteins: I. Hormone of Suprarenal Cortex and 
Plasma Protein Bodies. M. Gulzow and H. Pickert.—p. 205. 


Investigations on the Newly Formed Serum Albumin in Patients with 
tdema. H. Herken and H. Remmer.—p. 211. 

Determination of Prothrombin: Description of New Micromethod That 
Can be Carried Out at Bedside. J. Jiirgens.—p. 216. 


Sympathetic Regulation of Serum Phosphatides in Human Subjects. 
T. Halse.—p. 220. 


“Coftatens Factor in Dietetic Treatment of Ulcer Patient. F. A. Pezold. 
224. 


Frequent Observation of Severe Myocarditis During Active Diffuse War 
Nephritis. H. Bohn and H. Feldmann.—p. 229. 


"Fever Therapy in Inflammatory Polyneuritis. H. Rosenhagen.—p, 233. 

Cellulose in Dietetic Treatment of Ulcer Patients.— 
Pezold observed that three fourths of the patients with gastric 
and duodenal ulcer had disturbances in defecation, usually con- 
stipation, which frequently antedated the onset of the ulcer 
symptoms by a year or more. Abdominal palpation usually 
reveals disturbances in intestinal tonus and motility and 
roentgenoscopy corroborates these disturbances. Pezold has 
frequently observed that with the restoration of normal defeca- 
tion and of normal tonus and motility the ulcer symptoms 
subside. Roughage (cellulose) is of great importance for the 
proper functioning of the terminal portions of the intestine. 
The author warns against a sudden change to a diet that is 
high in cellulose, particularly in patients who have long received 
a diet low in roughage. He recommends a gradual widening 
of the diet. After the patient has become accustomed to fruit 
and vegetable juices, finely grated raw carrots and apples 
can be added. Thick soup, gruels and potatoes with milk and 
eggs are the main constituents of the diet. The bread should be 
of the whole grain type. Of the vegetables, only the leafy 
types of the cabbage family and the legumes are omitted, 
because of their tendency to produce bloating; but other 
vegetables are given in liberal amounts. 

Fever Therapy in Inflammatory Polyneuritis.—Rosen- 
hagen points out that thirty years ago Guillain, Barré and 
Strohl separated from the collective concept of polyneuritis 
those cases which were characterized by favorable course and 
typical changes in the cerebrospinal fluid; they regarded these 
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as radiculoneuritides. These patients had flaccid paralyses 
chiefly of the lower extremities, paresthesias, disturbances in 
sensitivity and weakening or loss of tendon reflexes. Examina- 
tion of the cerebrospinal fluid revealed an increase in the protein 
level. Inflammatory polyneuritides of the Guillain-Barré type 
are frequently observed after diphtheria and other infectious 
diseases, as well as after chronic wound infections. The 
increased incidence of this disorder and the reduced tendency 
to spontaneous cure that prevails under present conditions 
made the need for effective treatment more urgent. Since this 
inflammatory polyneuritis is regarded as an allergic-hyperergic, 
serous, interstitial inflammation of the nerve root, the author 
resorted to artificial pyrexia by means of pyrifer (a colon 
bacillus vaccine). The results of this treatment are excellent 
with regard not only to the extent of the improvement obtained 
but also the time required. Improvement was often noticeable 
during the first week, that is, after from one to three injections 
of the vaccine. After two or three weeks even the serious cases 
were improved. The improvement in the neurologic distur- 
bance was accompanied by improvement in the general condition 
of the patient and in the defense power of the organism 
(increase in weight and healing of chronic wounds.) | Treat- 
ment with pyrifer is well tolerated and is less exhausting than 
is malaria therapy. Prognosis is the more favorable the carlier 
treatment is begun. The author recommends this treatment on 
the basis of observations in 16 cases. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
91:3121-3192 (Nov. 1) 1947. Partial Index 


Surgical Treatment of Pulmonary Tumors. K. Waldeck.—p. 3127. 
*Poliomyelitis After Vaccination and Injury. <A. Verjaal.—p. 3137. 
Odontogenic Causes of Trigeminal Neuralgia. B. van Ommen.—p. 3146. 

Poliomyelitis After Vaccination and Injury.—Vecrjaal 
says that the nasopharynx and, more recently, the intestinal tract 
have been widely accepted as the probable port of entry of the 
virus of poliomyelitis. He reports 2 cases which indicate that 
there is also a possibility of a peripheral port of entty. Ina 
child aged 1 year who was vaccinated on the left shoulder 
paralysis of the left arm with cerebrospinal fluid abnormalities 
characteristic for poliomyelitis developed on the fourteenth day 
aiter vaccination. The paralysis of the forearm recovered partly, 
the deltoid paralysis remained. A girl aged 15 contracted polio- 
myelitis with paralysis of the left leg in the course of a sup- 
purating wound on the lower part of the left leg. After three 
years the paralysis has greatly diminished; however, the pero- 
neus group lying just underneath the wound is still seriously 
paretic. Several similar cases have been described in the litera- 
ture. The wound is usually considered to be the factor affect- 
ing the local or general resistance against the poliomyelitis virus. 
The described observations seem to indicate that the surtace of 
the wound may serve as a port of entrance to the virus. 


Nordisk Medicin, Gothenburg 
36: 2039-2078 (Oct. 10) 1947 


Hospitalstidende 
Para-Articular Calcifications in Hypercalcemia: 2 Cases as Result of 
Overdose with A.T. 10 and Vitamin D. T. Olsen.—p. 2047. 


Considerations on Interrelation Between Gastric and Hepatic Disease. 
K. Raby and O. Wanscher.—p. 2049. 


Hygiea 
*Pelger-Huét’s Anomaly of Leukocyte Nuclei, False Shifting to Left. E. 
Jonsson, Lisa Bostrém and B. Bringel.—p. 2051. 


Case of Thyrotoxicosis with Complications, C. G. Bergstrand and S§S. 
Bjérkman.—p. 2057 


Treatment with Nitrogen Mustard Gas in 2 Cases. B. Bjurwill. 
—p. 2059. 

Remarks on Iron Metabolism in Chronic Polyarthritis. O. Lévgren. 
-—p. 2063. 


Pelger-Huét’s Nuclear Anomaly of Leukocytes. False 
Shifting to Left.—Jonsson and his associates report 4 cases 
of this nuclear anomaly seen at Sddersjukhus in not much over a 
year. It is characterized by a discrepancy between the nuclei 
in the immature form of the leukocytes and the mature structure. 
The nuclei are short and broad and seem somewhat smaller than 
normal. The cells with their dark coarse nuclei and abundant 
acidophilic plasma give the impression of being mature too 
early. The chromatin is so coherent that the nuclei either 
remain unsegmented or in only exceptional cases form more 
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than two segments. The designation “false shift to the left” 
is suggested for the anomaly. Only dumbbell-shaped and 
peanut-formed nuclei are pathognomic. Nucleoli were not 
observed. The sternal punctate shows a typical picture with 
increased number of myelocytes and metamyelocytes; the con- 
trast between the immature form and the mature structure 
of the nucleus appears here also. In cases of “full carriers,” 
or true Pelger anomaly, all the leukocytes are of Pelger type; in 
“partial carriers” there are both normal and Pelger leukocytes. 
Inheritance is dominant. Examination of seventy-seven relatives 
of the patients revealed 7 additional cases of the anomaly. Diag- 
nosis of the anomaly is of practical importance. 


Praxis, Berne 
36 :789-802 (Nov. 20) 1947 


Roentgenologic Studies on Meckel’s Diverticulum. 

F. Thévenoz.—p. 789. 

Fluorescence Photography for Visualization of Droplets of Sputum 

Expelled During Speaking and Coughing. J. von Ries.—p. 792. 
*Treatment of Migraine with Histamine and Antihistamine Substances. 

iro.—p. 794. 

Histamine and Antihistamine Substances in Migraine. 
—Biré felt that histamine desensitization should be effective in 
cases in which injection of histamine elicits an attack of migraine. 
Of 30 patients with migraine, 25 responded with an attack of 
migraine to the subcutaneous injection of 0.01 mg. of histamine, 
and this attack could be counteracted by the administration of 
ergotamine tartrate. Bird tried histamine desensitization in the 
aforementioned 30 patients by injecting histamine every second 
day in the following doses: 0.0001, 0.0001, 0.0003, 0.0005, 0.0008, 
(0.001, 0.009 and 0.01 mg. The last dose is never exceeded, but 
is administered at two day intervals ten times. The 5 patients 
who had not responded with migraine to the histamine were not 
benefited by the desensitization. The other 25 patients had 
severe forms of migraine, which had failed to respond to the 
customary:treatments. Of these 8 remained free from symptoms 
for two years, and in 12 the desensitization treatment had to be 
repeated after six months. The repeated desensitization was 
more effective than the first treatment. Some of the patients, 
while remaining free from the one-sided headaches, experienced 
some of the equivalents of migraine, but these usually responded 
to treatment. The author reports experiences with the new anti- 
histamine substance, “antistin,” (2-[N-phenyl-N-benzyl-amino- 
methyl]-imidazolin). He found this substance as effective as 
ergotamine tartrate in arresting attacks of migraine in patients 
in whom such an attack could be elicited by injection of his- 
tamine. During periods that are free from attack this sub- 
stance can be given orally, subcutaneously, intramuscularly and 
even intravenously. It causes no secondary effects even when 
continued for three weeks. 
free from attacks, and in the other 2 the attacks became less 


frequent. 
Presse Médicale, Paris 
55:789-800 (Noy. 22) 1947 
*Transient Peritonitis Associated with Ascites and Eosinophilia. L. 
Laederich and H. Mamou.—p. 789. 
Considerations on Use of Dicumarol (Anathrombase) 
Postoperative Thrombophlebitis. J. N. Muller 


G. Voluter and 


in Cases of 
and R. Gandar. 


‘Epidemic of Cholera. A. P.—p. 791. 


Peritonitis with Ascites and Eosinophilia.—Laederich 
and Mamou report the occurrence of severe, diffuse abdominal 
pains associated with fever, vomiting and diarrhea in a woman 
aged 35. This peritoneal syndrome continued for several days 
and was followed by mild ascites. A tentative diagnosis of 
tuberculous peritonitis was made, but the cytologic examination 
of the peritoneal fluid revealed the presence of a considerable 
number of eosinophilic cells. There was also eosinophilia of 
the blood and the bone marrow. The abdominal symptoms and 
the ascites subsided five days later. Inoculation into guinea 
pigs proved negative. In this case and a second the eosino- 
philic cells in the peritoneal fluid were partly polymorphonuclear, 
as were those in the blood, but in addition there was a large 
number of mononuclear elements of fibroplastic appearance which 
suggested a local and histocytic origin of the eosinophilia. This 
variety of tissue eosinophilia is relatively rare and presents a 


MEDICAL LITERATURE 


Of 11 patients treated 9 remained ~ 


M. A. 
, 1948 


5, 
Feb. 21 
new aspect of acute ascitic peritonitis which is amenable to 
treatment. It may be diagnosed erroneously as tuberculous peri- 
tonitis, but definite diagnosis can be made with the cytologic 
examination of the peritoneal fluid, the blood and the bone 
marrow. 

Epidemic of Cholera—Because of the present epidemic of 
cholera in Egypt, the French Ministry of Public Health has 
issued a memorandum to all French practitioners on the prophy- 
laxis of cholera. The clinical picture of the disease and the 
differential and laboratory diagnosis are discussed and instruc- 
tions for the isolation of the cholera vibrio are given. With 
regard to treatment emphasis is put on the considerable aid 
offered by the sulfonamide compounds. Sulfaguanidine and 
sulfathiazole, combined with intravenous injections of a 20 to 
30 per cent concentrated solution of sodium chloride and with 
administration of adrenal cortex extract, are effective in combat- 
ing the disease. Additional symptomatic treatment may be 
directed at combating dechloruration, the lesions of the intestinal 
mucosa and deterioration of the general condition. 


Revista de la Asociacién Méd. Argentina, Buenos Aires 


61:661-712 (Sept. 15-30) 1947. Partial Index 
*Gelatinous Cancer of Breast. H. Bogetti and P. Fiannaca.—p. 685. 
*Bilateral Hypertrophy of Breast in Young Girls: Case, A. FE. 

Nogues.—p. 691. 

Gelatinous Cancer of Breast.—Gelatinous (colloid) cancer 
of breast is, as a rule, painless. The tumor grows slowly for a 
long time without complications. It is radioresistant and may 
rapidly change into typical carcinoma and produce metastases. 
The diagnosis is made on the following findings: (1) pitting of 
the skin of the breast, (2) the sensation of a viscous substance 
on palpation of the breast and protrusion of the nipple, which 
in the majority of cases does not eliminate any secretion. The 
prognosis is based on the result of histologic examination. 
Certain types of the tumor become highly malignant and metasta- 
size to the ovaries. The therapy consists of radical mastectomy. 
A case in a woman 36 years of age is reported. 

Hypertrophy of Breast in Child.—A girl 5 years of age 
had from birth a left breast which was larger than the right. 
Hypertrophy became pronounced at the age of 3 years and still 
more at the age of 5. Clinical and laboratory examinations 
showed that the breast growth was not of ovarian hormone 
origin. It was found during operation that the growth was a 
tumor of the estrogenic type. The author believes that in this 
case the tumor was made up of embryonic tissue which developed 
into an organoid tumor simulating mammary hypertrophy of 
very young girls. 


Semaine des Hopitaux de Paris 


23 : 2401-2452 (Oct. 28) 1947 


*Method of a Biopsy in Hospital Practice. G. Giraud and P. 
Cazal.—p. 2401. 


Biliary Chests and Hanot’s Disease: Precise Nosology Based on 12 
Cases Studied by Puncture Biopsy. G. Giraud and P. Cazal.—p. 2407. 
Pleural and Pulmonary Manifestations of Toxic Diphtheria. M. Janbon 


and J. Chaptal.—p. 2417. 
Precise Nosology of Acute Leukoses. P. Cazal and L. Bertrand. 


—p. 2426. 

Aspiration Biopsy.—Giraud and Cazal performed two 
hundred aspiration biopsies in the medical service of a hospital 
during the three year period 1944 to 1946. No untoward reac- 
tion or accident was observed. A cylinder of tissue is punched 
out from an organ. In this fragment of tissue the cells retain 
their histologic relationship, and the fragment may be sectioned 
in the same manner as any piece of tissue obtained by ordinary 
biopsy. The method lends itself to the examination of material 
aspirated from compact organs whose parenchyma is not 
diffluent, particularly the liver, but also from enlarged kidney, 
thyroid gland, superficial or deep tumors and bones. Diagnosis 
in the case of an enlarged liver is particularly aided by aspira- 
tion biopsy, which makes it possible to study lesions of the 
various types of hepatitis, hypertrophic cirrhosis, biliary cir- 
rhosis, pigmentary cirrhosis, cancer of liver and hepatomegaly 
resulting from pathologic changes in the blood. Aspiration 
biopsy is also valuable as an aid to prognosis by revealing the 
extent and gravity of the lesions. 
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Book Notices 


Diagnosis and Treatment of Menstrual Disorders and Sterility. By 
Charles Mazer, M.D., F.A.C.S., Assistant Professor of Gynecology and 
Obstetrics, Graduate School of Medicine, University of Pennsylvania, 
Philadelphia, and S. Leon Israel, M.D., F.A.C.S., Instructor in) Gyne- 
cology and Obstetrics, School of Medicine, University of Pennsylvania. 
Second edition. Cloth. Price, $7.50. Pp. 570, with 138 illustrations. 
Paul B. Hoeber, Inc., 49 East 33d St., New York 16, 1946. 

This book was written to help the general practitioner with 
the diagnosis and treatment of menstrual disorders and sterility. 
This goal was accomplished so well in the first edition that a 
revision is timely. In this second edition the contents have 
been brought up to date. Several new chapters have been 
added. 

The first several chapters of the book are devoted to the 
anatomy and physiology of the glands of internal secretion 
which control the reproductive organs and the structures them- 
selves. The various abnormalities of the menstrual function 
are discussed under such headings as dysmenorrhea, amenor- 
rhea and uterine bleeding. One chapter is devoted to the endo- 
crine aspects of pathology of the breast. Sterility of the male 
and female are discussed in several chapters. 

In general the information presented is sound; however, 
there is a tendency to exploit the authors’ own experiences. 
This is particularly true in discussions of therapy, where there 
are many differences of opinion. In spite of these minor 
criticisms the book is clear and readable and is devoid of much 
controversial scientific data which would only serve to confuse 
the general practitioner. The book can be recommended to 
any one interested in this special field. 

The publisher is to be congratulated on the general appearance 
and format of the book. 


Vegetative Funktionen und Zwischenhirn. Von Dr. W. KR. Hess, 0.6. 
Prof. der Physiologie an der Universitat Ziirich, Ziirich. Erscheint 
gleichzeitig als Supplementum IV der Helv, physiol. acta. Cloth. Price, 
12 Swiss francs. Pp. 65, with illustrations. Benno Schwabe & Co., 
Klosterberg 27, Basel, [n. d.]. 

This small book, which appears also as a supplement to the 
Helvetica Physiol. Acta, summarizes Hess’s work on dien- 
cephalic functions and is based largely on physiological! stim- 
ulation experiments in the unanesthetized cat. It thereby 
supplements the work of American authors who under the 
leadership of Ranson studied this problem in anesthetized 
animals. Of great interest is Hess’s finding that the dien- 
cephalon can be subdivided into an anterior area which elicits 
largely parasympathetic reactions such as fall in blood pressure, 
constriction of pupil, salivary secretion, emptying of the bladder 
and rectum, and decrease in respiration and in a_ posterior 
sympathetic area causing rise in blood pressure, rate of heart 
and respiration and pupillary dilatation. These autonomic reac- 
tions are associated with changes in excitability of the somatic 
nervous system, which are diminished by the parasympathetic 
and increased by the sympathetic area. This somato-autonomic 
integration seems to be the chief function of the diencephalon. 
The book is beautifully printed and illustrated. The complete 
omission of the pertinent literature is to be regretted. 


Diseases of Children’s Eyes. By James Hamilton Doggart, M.A., M.D., 
F.R.C.S., Ophthalmic Surgeon, Hospital for Sick Children, Great Ormond 
St.. London. Cloth Price, $10. Pp. 288, with 216 illustrations. The 
«. V. Mosby Co., 3207 Washington Blvd., St. Louis 3, 1947. 

The need for a textbook on children’s eyes, in English, has 
been felt for some time. This volume, however, is primarily 
for the ophthalmologist who treats children, and the great need 
is for.a textbook which the pediatrician would have available 
to enlighten him, and perhaps the general practitioner, in the 
specialty of the eye, just as other textbooks have been issued 
concerning the child’s heart, lungs, and other organs. 

The author has had much and excellent experience as an 
expert ophthalmologist in a children’s hospital, and the book 
well illustrates the various difficulties which he has encountered 
and the methods of overcoming these dysfunctions and diseases. 
In addition to his own experiences he has drawn heavily on all 
of the important textbooks published in England concerning all 
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phases of the eye. Excellent illustrations both in black and 
white and color have been culled from the works of Wolff, Ida 
Mann, Sanford Gifford and the superb plates of Hamblin. The 
chapters, as to the approach to the eyes of infants and children, 
are well worth the perusal of the ophthalmologist, pediatrician 
and general physician. The American physician may have some 
difficulty with the English terminology and references to drugs. 
The index is complete, and the format leaves little to be desired. 
The drawings and color pictures by Miss Trotman are numerous 
and reveal to the full her special talent for eye illustrations. 


Buchanan's Manual of Anatomy. Edited by F. Wood Jones, D.Se., 
M.Se., M.B., Sir William Collins Professor of Human and Comparative 
Anatomy at the Royal College of Surgeons of England, London, assisted 
by E. L. Patterson, M.D., B.Se., S. Mottershead, M.D., B.Sc., F.R.CS., 
T. E. Barlow, M.D., M.R.C.S., L.R.C.P., F. R. Wilde, M.B., Ch.B, B.Se., 
and Jessie Dobson, M.Sc., B.A. Seventh edition. Cloth. Price, $10. 
Pp. 1616, with 896 illustrations. William Wood & Co., Mt. Royal & 
Guilford Aves., Baltimore 2, 1946. 

This manual appears to be entirely out of line with the strong 
current tendencies of publishers as well as teachers to present 
anatomic material in a highly colorful and artistic fashion. 
There are numerous drawings which do not serve the purpose 
for which they have apparently been intended. Some drawings 
are crude, others are unusually crowded with detail, while still 
others show evidence of need for factual editing. The presence 
of a considerable number of radiographs enhances the text, but 
even here the absence of labels prevents the student from ade- 
quately interpreting the plate with any degree of authenticity. 
The reference to clinical application of anatomic facts is a 
distinctly desirable and important feature. 

The chapters dealing with terminology and development are 
on the whole desirable and instructive. The chapter on oste- 
ology is entirely too extensive for a “manual.” The chapters 
devoted to the description of the upper limb, lower limb, abdomen 
and thorax are in conformity with the general purpose of the 
text. The chapters on the nervous system, eye and ear, have 
more histologic detail than is warranted. The glossary is a 
valuable addition to the text. 

In general, it may be said that the al system of 
presentation, which is employed here, is probably more practical 
for a student in the dissecting laboratory than is the systemic 
mode of presentation. It is doubtful, however, whether a present 
day manual should be written on the assumption that the more 
anatomic detail a student of medicine or a practitioner is 
exposed to the better a physician he will be. This book may 
become very useful in the anatomic laboratory in connection 
with dissection when it is more carefully edited and when the 
illustrations are brought up to modern standards. 


Memoranda on Medical Diseases in Tropical and Sub-Tropical Areas. 
Great Britain, War Office. Eighth edition. Cloth. Price, 7s. Pp. 
396, with 113 illustrations. His Majesty’s Stationery Office, York House, 
Kingsway, London, W. C. 2, 1946. 

This edition has ninety-five pages and seven new plates more 
than the previous edition (reviewed in THE JourRNAL Feb, 27, 
1943, p. 712). The volume is intended “as a companion, not 
as a rival to standard works.” 

Three sections have been dropped and five new ones added, 
namely, infective hepatitis, leprosy, nutritional diseases, sulfon- 
amide drugs and tropical eosinophilia. Basic information 
remains unchanged but there has been extensive revision and 
many sections have been completely rewritten. This has 
resulted in the expurgation of much material of the previous 
edition which was generally considered unacceptable in this 
country. 

The section on arthropod pests, except for some of the flies, 
has been completely rewritten and an appendix ot ten pages is 
devoted to the various uses of DDT. “Atabrine” has been 
given due credit for reducing the incidence of blackwater fever 
and previous large doses of alkali are no longer indicated. The 
heading “heat stroke” has, at last, been dropped and replaced 
by “heat effects” which includes prickly heat and sunburn. 
Hepatic abscess, as such, is gone, but is included where it rightly 
belongs, as hepatic amebiasis. 

In malaria, the exo-erythrocytic phase is barely mentioned. 
Under “factors governing diagnosis,” “the result of examina- 
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tion of well stained thick or thin blood films” is now in first 
rather than fourth place. Four pages on suppression and 
prophylaxis have been added and Ascoli’s treatment has, at 
last, been dropped. 

The Russian work on the dry or urban and the moist or 
rural form of cutaneous leishmaniasis is included. One finds no 
mention of the newer raticides in plague. Rickettsial diseases 
have been expanded from fourteen to twenty pages and sprue 
has been rewritten. 

Throughout the book emphasis is placed on prevention and 
control, and much of the new material reflects the experience 
of the British in the North African campaign. 


Die Chirurgie im Einklang mit dem Leben. Von René Leriche, Pro- 
fessor am Collége de France, Paris. Mit Vorwort und Einfiihrung von 
Dr. Joachim Beer. [Ins Deutsche tibertragen von K. Véchtng.] Cloth. 
Price, 9 Swiss francs. Pp. 212. Basel: Benno Schwabe & Co., 1946. 

René Leriche is one of the most prominent living French 
surgeons, his life work is devoted to the ideal of coordinating 
the art and science of surgery with the general physiologic and 
biologic conceptions originated by such masters as Pasteur 
and Lister. As early as 1914, Leriche was full of praise for 
the surgical methods taught by Halsted in Baltimore, methods 
based on the conviction that surgery can be nothing else but 
applied biology. Leriche stated more than twenty years ago 
that the “heroic” times, when the surgeon considered amputa- 
tions and resections of main organs his pride and accomplish- 
ment, were over. He recognized that the experimental work 
of Claude Bernard applied by the surgeon would lead to entirely 
different procedures. Instead of crudely removing a diseased 
organ, the surgeon should endeavor to correct the pathologic 
process of a tissue by regulating the biologic conditions. 
Through resection of a sympathetic ganglion or similar opera- 
tions on the vegetative nervous system, the abnormal blood 
supply, the disturbed hormonal balance would be reestablished. 

Such thoughts sound like prophecies to those who live in an 
era where resection of the vagus nerve seems to displace the 
great radical gastric resection in surgical treatment of ulcer 
patients. 


Several years ago Dr. Joachim Beer, a pupil of Leriche when 
he occupied the chair of the Surgical Department of the Uni- 
versity of Strassburg, undertook to publish a number of lectures 
and essays of his teacher. The book, which appeared in French, 
was a great success. The compositions are written in a style 
which avoids technical terms as much as possible, and they are 
therefore accessible to most of the educated public. The book 
includes sketches and reminiscences of great scientists with 
whom Leriche had contact, such as his teacher Antonin Poncet, 
Halsted, Cushing and others. The German translation, recently 
published, will find many readers to whom the original was 
unavailable. An English translation would undoubtedly be 
warmly received. 


Researches on Normal and Defective Colour Vision. By W. D. Wright, 
A.R.C.S., D.Se. With a foreword by L. C. Martin, D.Sec., A.R.C.S., D.LC., 
Professor of Technical Optics, Imperial College of Science and Technology, 
London Cloth. Price, $10. Pp. 383, with 233 illustrations. C. YV. 
Mosby Co., 3207 Washington Blvd., St. Louis 3, 1947. 

Professor Martin’s foreword gives an adequate value of the 
worth of this work by Wright and his co-workers and is there- 
fore quoted in full: “I greatly appreciate the invitation to 
contribute a foreword to Dr. Wright’s book, though his 
researches have made his name so well known in the world 
of Colour that any recommendation from myself is superfluous. 


“The book will, of course, remind readers of its predecessor, 
Researches in Colour Vision, by Sir William Abney, a book 
which brought together descriptions of many lines of inquiry, 
the results of which have had a most profound influence on 
subsequent work. Nevertheless, it was realised that the experi- 
mental equipment of Abney’s time left much to be desired when 
judged by modern standards, and | was gratified when, in 1926, 
the Medical Research Council responded with enthusiasm to my 
suggestion that a new and thorough experimental investigation 
of the characteristics of both normal and abnormal colour vision 
should be taken in hand. As Dr. Wright truly remarks in his 
preface, we owe much to Sir John Parsons and Professor 
Hartridge in the inception of the work, for experience had 
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shown that the advice of experienced physiologists in such a 
borderline subject is indispensable to the physicist, though 
physics and optics have contributed their characteristic rigour 
to the experimental methods adopted with such success by 
Dr. Wright. While the fundamental problems of colour vision 
are still unsolved, the by-products of these researches are of 
great technical and scientific importance especially in relation 
to colour specification and measurement. 

“Much still remains to be done in all aspects of this subject, 
and the pace set by developments in instruments abroad makes 
it essential that the financial support (generously accorded 
hitherto) should be given a fair chance in competition with 
other laboratories.” In the preface, Wright says: “this book 
should be regarded first and foremost as a record of experi- 
mental data, with theoretical discussion and speculation occupy- 
ing a very secondary position. Although I have no serious 
doubts about the fundamental correctness of a three-response 
theory along the lines proposed by Young and Helmholtz, I 
would prefer at the present time to be somewhat lukewarm 
and tentative about my espousal of one theory or another. 
Several novel ideas have been advanced during the past few 
years and in so far as they act as a ‘ferment’ from which the 
enthusiasm to embark on fresh investigations is engendered, they 
are to be welcomed, yet for myself 1 believe that more experi- 
ments rather than more theories are the primary need. So little 
is known about so much that the distinction between theory and 
guesswork is decidely blurred; in that case discussion about the 
merits of any particular theory is merely time- and energy- 
consuming with little to show for it at the end. There is not 
even the excuse that a research program is difficult to lay out 
without a theory to serve as a guide, for the number of experi- 
ments awaiting experimenters is very great. It may be hoped 
that this book will serve both as a useful pointer to some of the 
more profitable lines to be followed and as a stimulus to get on 
with the job.” After a basic discussion of the visual organ and 
visual processes, the author delves further into visual percep- 
tion. His own investigation deals with the construction of the 
colorimetric equipment and a record of the results of experi- 
ments with such an equipment. Finally, a classification of 
defective color vision is restated from the results of his experi- 
ments. An index of authors and one of subjects completes the 
volume. The format is excellent. For those interested in the 
past and future work on color vision, this volume is the last 
word. 


Pediatric Gynecology. By Goodrich C. Schauffler, A.B., M.D., Assistant 
Clinical Professor of Obstetrics and Gynecology, University of Oregon 
Medical School, Portland, Oregon. Second edition. Cloth. Price, $6. 
Pp. 380, with 75 illustrations. The Year Book Publishers, Inc., 304 8. 
Dearborn St., Chicago 4, 1947. 

Pediatric gynecology is a special field in which neither the 
pediatrician nor the gynecologist had a special interest prior 
to the publication of the first edition of this book. The problems 
of the reproductive organs peculiar to childhood and adolescence 
were emphasized and brought together in one small volume 
which met wide approval. The present edition brings the 
material up to date since the publication of the first edition 
in 1941. 


The book discusses normal anatomic and physiologic changes 
as the child develops through puberty, adolescence and maturity. 
There are few pathologic conditions at this period, but they are 
discussed fully. The functional abnormalities of the reproductive 
organs are treated intelligently. Perhaps more space could be 
devoted to the menstrual irregularities associated with adoles- 
cence and maturity. The environmental viscera such as the 
peritoneum, the bladder and the rectum are likewise considered. 
There are pertinent chapters on the social service and ‘medico- 
legal aspects of this special field. 

The psychologic approach to the small patient, whose con- 
fidence may be difficult to obtain, is a real contribution. The 
author spends considerable time in describing the minutiae of a 
pelvic examination that will not utterly destroy the child’s 
faith in the physician. The appendix contains a useful table 
listing the hormonal substances and one containing a list of the 
agencies interested in child welfare. The book can be recom- 
mended to the physician and the specialist who treat the little 
girl as she grows to maturity. 
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Lehrbuch der gynakologischen Diagnostik fiir Arzte und Studierende. 
Von Dr. W. Neuweiler, a. o. Professor fiir Geburtshilfe und Gynikologie 
an der Universitat Bern, Bern. Sammlung Medizinischer Lehr- und 
Handbiicher fiir Arzte und Studierende, III], Band. Cloth, Price, 58 
Swiss francs. Pp. 474, with 406 illustrations. Hans Huber, Marktg isse 
9, Bern 16, 1946. 

This volume on gynecologic diagnosis, which comes from 
one of the few European clinics undisturbed by the recent war, 
is a welcome contribution. Major emphasis is placed on diag- 
nosis in this special field, touching on therapy only to the extent 
necessary for completeness. The book consists of two parts. 
The general section discusses history taking, physical examina- 
tion, instrumental examinations which include all the available 
methods of establishing a diagnosis and special examinations. 
Under the latter heading are included visualization and the 
examination of all the orifices of the reproductive organs 
and their environmental structures, by such methods as 
urethroscopy, colposcopy and rectoscopy. The second section 
is devoted to the various pathologic conditions affecting the 
pelvic organs, the cellular tissues and peritoneum of the pelvis 
and the abdominal wall. Each organ and structure is treated 
as an entity. The diagnosis of each complication is discussed 
in detail and every symptom and finding is evaluated carefully. 
The differential diagnosis is included. The text is made more 
lucid by numerous diagrammatic illustrations of the palpatory 
findings on vaginal examination as well as numerous gross 
and microscopic photographs of the involved pathology. There 
are over four hundred illustrations, sixteen of which are in color. 
There is a page of key references and a complete index. The 
publishers have done a good job of printing except for poor 
reproduction of many of the illustrations. The book can be 
recommended to students and physicians who can read the 
German language. 


Altérations de la rétine en rapport avec les affections générales. Par 
Paul Bonnet, professeur de clinique ophtalmologique A la Faculté de 
Lyon, Lyon. Atlas ophtalmoscopique, Il. Rapport présenté A la Société 
francaise d’ophthalmologie le 18 mai 1947. Paper. Price, 1,500 francs. 
Pp. 253, with 83 illustrations. Masson & C'*, 120 Boulevard Saint- 
Germain Paris 6*, 1947. 

By means of detailed and well documented case reports, the 
author presents a number of retinal conditions that are probably 
frequently present but often unobserved in the course of certain 
general diseases. He has confined his attention mainly to dis- 
eases of the blood, diabetes, infectious states and a few other 
conditions of lesser significance. His comments are worthy of 
note and should interest the general medical reader as well as 
the ophthalmologist. The volume is a good companion to its 
predecessor. 


Endoskopie der Harnréhre: Diagnostik und Therapie. Von Dr. Alois 
Glingar. Band II, Wiener Beitrige zur Urologie, herausgegeben von Prof. 
Dr. Richard Ubelhér. Boards. Price, $4. Pp. 68, with 38 illustrations. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16; Wilhelm Maudrich, 
Spitalgasse 1B, Wien IX/2, 1947. 

This monograph on urethral endoscopy consists of four chap- 
ters. The first chapter is brief and is devoted to a description 
of endoscopes. The second chapter describes endoscopic exami- 
nation and treatment of the anterior urethra and constitutes the 
main body of the work. This is followed by shorter chapters 
concerning the posterior urethra and female urethra. 

The text is clearly and simply written; the colored illustra- 
tions are sufficient in number and adequate in detail. The amount 
and types of local treatment which the author prescribes for 
lesions of the anterior urethra appear excessive. The book can 
be recommended for a simple treatise on urethral endoscopy. 


Varicose Veins of the Lower Extremity. By Anthony M. Barone, M.D. 
With a foreword by Geza de Takats, M.D., M.Surg., F.A.C.S., Associate 
Professor of Surgery, University of Illinois, College of Medicine, Chicago. 
Paper. Pp. 51, with 10 illustrations. Chicago: The Author, 1945. 

This small monograph is an excellent primer and-is unique 
in the way in which the subject is presented. It is profusely 
illustrated, showing the normal anatomy of the superficial venous 
system of the lower extremity and the various types of vari- 
cosities. Not only varicosities but also complications, such as 
thrombophlebitis and phlebothrombosis and pulmonary embolism, 
are considered. The various diagnostic tests are adequately 
described, both pictorially and by description. The treatment 
is discussed concisely. This is an excellent book for the prac- 
titioner of medicine. 
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Das Auge als Subjekt: Das Wahrnehmungsbild und seine Priifung. 
Von Dozent Dr. Fritz Réssler, Vorstand der Augenabteilung der Kranken- 
anstalt “‘Rudolfstiftung” in Wien. Cloth. Price, $13.20. Pp. 191, with 
122 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New York 16; 
Wilhelm Maudrich, Spitalgasse 1B, Wien IX/2, 1947. 

The subject of the physical and physiologic characteristics 
of the eye have been elucidated since the time of Euler in 1753. 
The most prodigious work was that of Helmholtz, who laid the 
ground work for the present author’s thesis on the use of the 
cobalt lamp for the objective study of the refraction of the eye. 
Helmholtz’s work appeared in 1866 with rather crude instru- 
ments. Since then, Snellen, Donders and finally Gullstrand 
have perfected this method. 

The author reviews the work of previous authorities and then 
illustrates by beautiful color plates the results of many years 
of work with the new cobalt lamp. 

Certainly, he has brought to modern perfection this method 
of retinoscopy. The detailed mathematical formula and concise 
theoretic conclusions leave little to be desired. 

The literature is covered in full with a long bibliography. 
The index is short but adequate. Too much emphasis cannot 
be given to the generous number of black and white and colored 
illustrations. It is questionable that the method described by 
Rossler will ever “catch on” in other than the Germanic 
countries, but for those interested in a relatively new twist 
to the theoretic vagaries of the physical and physiologic phenom- 
enon to be found in the human eye, this small volume is more 
than adequate. 


Building Up a Successful Medical Practice. By Rodolfo V. Guiang, 
M.D. Paper. Pp. 91* High Grade Press, New York, 1946. 

Dr. Guiang’s guiding star in writing this book was Dale 
Carnegie. He says that “every practitioner who does not know 
how to deal with his patients and his colleagues should master 
(Mr. Carnegie’s) book (‘How to Win Friends and Influence 
People’).” He became a convert in the following manner. 
“Before I knew this way, I had tried several means by which 
I could be known by the people. I hanged a big signboard in 
front of my office. I spent some money advertising my name 
in newspapers, magazines, programs and souvenirs. I attended 
social gatherings to be seen by people. All of these methods 
brought me no significant result as that when I looked directly 
at people, and greeted them with smiles.” 

As to how to attract patients, he says that when no patients 
come to him, he visits his relatives or friends. He then says, 
“If my presence in their house does not invite anybody to con- 
sult his complaints, I will try to observe any person in the 
household who looks sick. If I see a child is pale, I will ask 
the mother since when did she notice pallor in the child. One 
question leads to another until the mother will request me to 
examine him. After the examination, I will advise the mother 
to bring the child to my office with specimen of his stool. The 
presence of these friends and relatives in my office increases 
the number of patients seeking my advice.” 

There is much more of the same, and some of it is hilarious 
reading. 


Penicillin Therapy Including Streptomycin, Tyrothricin and Other 
Antibiotic Therapy. By John A. Kolmer, M.S., M.D., Dr.P.H., Professor 
of Medicine in the School of Medicine and the School of Dentistry, 
Temple University, Philadelphia. Second edition, Cloth. Price, $6. Pp. 
339, with 27 illustrations. D. Appleton-Century Co., 35 W. 32d St., New 
York 1, 1947. 

This second edition of Dr. Kolmer’s book dealing with anti- 
biotics is completely rewritten and enlarged, and much new 
material has been added. Each chapter contains an adequat> 
and extensive list of references. In this book one can find the 
results of the treatment of various disorders as they are reported 
in the literature. It is an excellent reference book and one that 
can be read with profit by all physicians. 


The Health Story in Hawaii. Paper. Pp. 109, with illustrations. Public 
Health Committee, Chamber of Commerce, Honolulu, 1947, 

“The Health Story in Hawaii” is a picture book showing all 
phases of health on the islands. With no effort to propagandize 
the booklet presents its story clearly and precisely. The pic- 


tures, the charts and the description are well chosen and make 
for easy reading. A wealth of information is contained in the 
booklet. 
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QUERIES AND 
Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS. BUT THESE WILL BE OMITTED ON REQUEST. 


LITTLE STROKES 


To the Editor:—A male patient, aged 71, is asymptomatic except for a 
moderate hypertension, 168 systolic and 88 diastolic. An extra systole 
has been found by one physician. While descending from an upper 
berth about two months ago the patient dropped about 2 feet; he 

headache half a day. Two weeks 
later he had a sore, stiff, left calf muscle. About one week ago 

(September 23) he awoke with a headache—most unusual with him— 

which disappeared after more sleep and breakfast. After breakfast, 

standing at the sink on a “~~ * he noticed a heavy sensation in his 
left foot. Later in the day the leg became “weak,” and next day 
his arm felt “a little weak.” His appetite is fine. He had no other 
symptoms. The episode was called a “‘slight stroke." He was not 
confined to bed, as the consultant considered it unnecessary. He has 


arm. Does our diagnosis symptoms 

embolism? What treatment is suggested now? Please outline diet and 
give effect on the patient of coffee, beer and alcoholic drinks now or 
in the future. Paralysis did not occur, and all reflexes of the patient 


were normal. M.D., Nebraska. 


ANSWER.—The diagnosis of little stroke appears to be correct. 
They are due usually to thromboses of small blood vessels. 
There is no logical treatment. One can give a tablet of “lipo- 
iodine” (ethyl ester of diiodobrassic acid) every day, interrupt- 
ing treatment every two weeks. It is unwise to limit diet or 
activities or to moderate drinking or smoking. There is no 
evidence that it helps, and it annoys and depresses the patient. 
He should be told what is true, namely, that some persons go 
many years before they have another attack. Most patients do 
not get hemiplegia but just grow old, forgetful, thin and weak. 
This is probably one of the commonest ways of ageing. The 
process has been described in detail by Walter C. Alvarez in 
Geriatrics 1:189-216 (May-June) 1946. He described the care 
of these patients in the -1merican Journal of Nursing 47:169-170 
(March) 1947 


POSSIBLE PERIODIC INTESTINAL BLOCKAGE 


To the Editor:—A white man aged 54 has chronic congestive heart failure 

of at least three years’ duration from a long-standing hypertensive 
cardiac disease. The failure is reasonably well controlled by “‘purodigin”’ 
(digitoxin), ammonium chloride, mercurial diuretic and restriction of 
activity. He receives one injection of a mercurial preparation weekly 
and averages a loss of about 7 pounds (3 Kg.) per week. He has a 
poorly functioning gallbladder and a chronically enlarged liver but shows 
no evidence of impaired hepatic function. For several months he has 
had attacks of extreme weakness, pallor, profuse sweating, nausea, 
vomiting, severe abdominal cramps and an urge to defecate. These 
attacks last up to thirty minutes during which he loses a tremendous 
amount of fluid from perspiration and has a cold clammy skin, without 
change in pulse rate or rhythm or fall in blood pressure. The attacks 
may occur at any time of the day or night without relation to meals. 
On several occasions he has lost consciousness and convulsive movements 
have occurred. The cramps have been controlled by antispasmodics but 
the pallor, sweating and all other symptoms continue to occur. Hypo- 
glycemia has been considered. A blood sugar determination at the 
end of one episode revealed a level of 110 mg. per hundred cubic 
centimeters. High carbohydrate feeding at the time of the attack has 
not been adequately tried because of aversion to food and concurrent 
vomiting. Normally his appetite is good and he eats well. Intermittent 
partiol obstruction of the small bowel has also been considered. What 
further studies are suggested for diagnosis? 


G. R. McClary, M.D., North Miami, Fla. 


ANSWER.—The attacks of severe abdominal cramps with urge 
to defecate accompanied by nausea, vomiting, profuse sweating, 
extreme weakness and pallor and even loss of consciousness do 
not fit the picture of congestive heart failure. One must assume 
that they have a definite but independent causation, for edema 
of the intestine is not likely to precipitate such attacks. The 
best explanation for these episodes is that of periodic intestinal 
blockage, which should be further considered. What is the 
abdomen like during the attacks? Is there increased peristalsis ? 
Is there an abdominal mass? What is the intracranial state ’ 
It seems likely that the weakness and faintness are secondary 
rather than part of the central nervous mechanism behind the 
attacks. It also is unlikely that intra-abdominal embolism or 
stone in kidney or gallbladder can be blamed. Further study of 
the gastrointestinal tract itself would seem to be advisable. 
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RASHES AFTER VACCINATION 

To the Editor:—Recently | vaccinated a boy 16 months of age 
left shoulder and obtained positive vaccinia reaction. With the develop- 
ment of the pustule there appeared a reddish streak, 2 inch (1.3 cm.) 
wide, from the pustule down the outer aspect of the arm and forearm 
to the base of the thumb, slightly interrupted at the elbow. The 
cutaneous area of the streak was not pruritic, inflamed or associated 
with other lesions. After a week, when the scab was forming over the 
vaccinal lesion, the streak whitened and flakes of epidermis could be 
rubbed off. The streak lasted about four months without discomfort 
although treatment was not prescribed. At disappearance 
remained a mild maculopapular eruption of eczematoid type on the neck 
and shoulder areas. What was this lesion? Lymphangitis, eczema or 
allergic dermatitis appear unlikely. There were no herpetic lesions. 


Although the character of the lesion was consistent with tinea, | do not 
believe it was that 


“L. V. dos Remedios, M.D., San Luis Obispo, Calif. 


ANSWER.—When a vaccination is performed high up on the 
arm or shoulder, there seems to be less likelihood of the axillary 
glands swelling than when the inoculation is done near the 
insertion of the deltoid muscle. When the local reaction is 
particularly severe, an extensive erythema, cellulitis, erysipelas 
or lymphangitis may develop. In these conditions the lymphatics 
of the skin are affected. Had the vaccination been performed 
some distance below the shoulder with involvement of axillary 
glands and lymphatic channels the lymphangitis would have 
occurred on the inner surface of the arm. The case cited is 
most unusual. It seems likely that the red streak was due to 
a lymphangitis. The fact that there was peeling of the epi- 
— is evidence that there had been some inflammation of 
the skin. 

Several different types of generalized rashes may occur after 
successful vaccination. The commonest of these resembles Ger- 
man measles. When rashes of this kind are seen they frequently 
appear from seven to ten days after vaccination. If the maculo- 
papular eruption on the neck and shoulders did not occur until 
four months later, probably it was not related to the vaccination. 


FLUORIDE POISONING 
To the Editor:—What is the information regarding the length of time of 
urinary excretion of fluorides in a patient suffering with fluoride 
poisoning? M. R. Warden, M.D., Danville, Il. 


ANswer.—Permanently, because all persons regularly excrete 
fluorides up to 1 mg. daily. This normal output represents the 
fluorides commonly present in foods and water. After occupa- 
tional exposure to fluorides or after their deliberate addition to 
food or water, an excess urinary output may persist for five 
weeks or longer after the last intake. The amount of fluorides 
introduced probably influences the duration of continued excess 
excretion. Excretion as high as 43 mg. per liter of urine has 
been reported during the time of occupational intake. Largent 
(Largent, Urinary Fluoride Excretion Among Men 
Employed in Alkylation Plants Using the Hydrogen Fluoride 
Process, J. Indust. Hyg. & Toxicol. 29:53 [Jan.] 1947) states 
the present concepts of fluoride entry into human beings in 
relation to storage and excretion, including the possibility of 
some elimination in perspiration. That publication includes 
references to the literature which embrace all recent investi- 
gations. One paragraph from the report of Largent is included 
as pertinent to the query: “In the course of several intermittent 
periods of observation totaling one hundred and eighty-three 
days during which fluorides were added to the diet of the sub- 
ject to the extent of 6 mg. daily, it was estimated that 0.64 Gm. 
of fluorine had been stored in the subject's tissues. During the 
control observations that followed, the urinary level of fluoride 
excretion rémained elevated for five weeks; even in the eleventh 
week of this period of control observations the urinary excretion 
was 50 per cent greater than the total intake of fluorine in the 
diet. This strongly suggests that retention of fluorine in the 
tissues had occurred at this level of fluoride intake.” 


UNDULANT FEVER IN CHILDREN 
To the Editor:—\i have never seen a patient with undulant fe 
7 years of age. Is there any cause for this? 
to milk why don’t babies have it? 
E. C. Gaines, M.D., Buffalo Lake, Minn. 


ANswek.—Undulant fever does occur in children under 7 
years of age. On the island of Malta, where the disease is 
prevalent, approximately 43 per cent of the cases reported each 
year are in children under 5 years of age. Several of the cases 
occur in babies under 2 years of age. The disease has also 
been reported in young babies in Mexico. 


ver under 
If this disease is due only 
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ELECTROSTATIC BULB LUMINESCENCE 


To the Editor:—As a student | attended clinics at Montefiore Hospital, 
New York, which had a wealth of neurologic patients. Among these 
was a young French engineer (a Bona in physics at a French uni- 
versity) who was about 30 age. This man was, as | remember, 
a victim of “multiple sclerosis” ous was brought in a wheelchair because 
his legs were chiefly affected. After the case had been presented 
our instructor remarked that the patient had exhibited a strange and 
inexplicable faculty. This the patient proceeded to exhibit in o 
darkened room. Taking an ordinary 40 watt light bulb in his one hand 
by grasping it at the base, he would rub his cupped hand over the 
glass portion, whereupon the bulb glowed faintly with a kind of bluish, 
phosphorescent light. By rubbing more vigorously in a circular direc- 
tion enough illumination was produced that time could be told by a 
nonluminous pocket watch and the features of the patient and students 
present could be faintly but definitely distinguished. 
- The patient had his sleeves rolled up and his hands were empty save 
for the light bulb. 1 do not believe that there was any legerdemain 
employed, as | am familiar with ‘‘magic’’ and with methods of decep- 
tion in manipulation, having been vice president of a “Magic Club.” 
The patient was highly intelligent and well educated scientifically. 
He repeatedly stated that he was unable to explain the 
emphatically denied any possible claim to its being a so-called ‘‘psychic 
phenomenon.” 


The incident arose again in my memory during a recent discussion with 
other physicians. Is there a sati ory explanation which is based 
on known physical facts? 

It is needless to add that when we students tried to duplicate the 
production of light by rubbing the bulb ourselves we were unsuccessful. 

M.D., New York. 


ANnswer.—The patient at the Montefiore Hospital produced 
the luminescence in the lamp bulb by the production of static 
electrification induced on the inside of the bulb, by frictional 


low gas pressures then common in lamps the gas-ionic con- 
ductivity was high and the induced charge was carried by the 
gaseous ions across to the filament and to ground (the patient in 
this case). 


In addition the phenomenon may have been amplified because 
he was on a presumably rubber-tired wheelchair on which a 
large static charge might have been acquired. Sufficient data 
are not submitted to complete the picture of the capacitance 
effects that thus might have intensified the phenomenon. The 
writer unscrewed a 60 watt bulb, took it into a dark closet 
and, when the eyes were somewhat dark-accommodated, held 
the socket end in one hand and stroked the bulb with the other. 
A clearly observable luminescent flash resulted—not repeatable, 
however. On stroking the bulb with a silk handkerchief flashes 
of longer duration and greater brilliance were produced. This 
too was not repeatable after a few strokings until the handker- 
chief was rubbed against wool. Then it was. 

Conditions of excessively low humidity greatly assist such 
effects in cold dry winter weather. The reporting of an 
unexpected phenomenon of this sort of course is not quanti- 
tatively reliable. 

The essence of the explanation is electrostatically produced 
luminescence within the low pressure bulb by external friction 
under conditions of relatively low humidity. 
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TREATMENT OF HERPES ZOSTER 
To the Editor:—A man aged 65 had herpes zoster involving the left side 
of the face and scalp thirteen months ago. He still has hyperesthesia 
and cannot bathe or shave his face. Please give treatment suggestions. 
M.D., Texas. 


ANSWER.—Postherpetic neuralgia may be difficult to relieve 
in those cases lasting more than three months. Many drugs 
have been tried for the relief of such pain. The following treat- 
ment is suggested in the order given: (1) application of 1 per 
cent procaine hydrochloride ointment; (2) application of heat 
over the involved area; (3) roentgen ray exposures to the 
geniculate and gasserian ganglions; (4) section of the posterior 
root of the left trigeminal nerve, and (5) use of morphine and 
dihydromorptrinone hydrochloride in cases in which the fore- 
going measures have failed. 


TREATMENT OF CANCER 


To the Editor:—i should like information, references, or advice on the 
use of trypon vaccine f cancer. 


Robert G. Ward, M.D., Brooklyn. 


ANnsWER.—There is no conclusive clinical evidence that trypa- 
nosome vaccine is useful in the treatment of cancer. 


static rubbed on to the outside by his hand. At the moderately\ 
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STREPTOCOCCUS CARRIERS 


To the Editor:—A man aged 40 had a severe pharyngitis for about a 
year and since then has shown reveated positive throat smears for 
streptococci. He has been treated with sulfonamide drugs, penicillin, 
local applications of silver nitrate and gargles. He has little pain or 
soreness in the throat and has no tonsils or swelling in the pharynx. 
1 told him that he must be considered a carrier and is potentially 
dangerous to other persons. He is not sick and seldom has a temperature 
above 100 F. What treatment is advised? 


Thomas H. Meikle, M.D., Troy, Pc. 


AnsWek.—Carriers of beta hemolytic streptococci should be 
examined for all possible foci which might account for persis- 
tence of the infection. Tonsils, lymphoid hyperplasia in the 
pharynx, nose and paranasal sinuses may be suspected. Nose 
cultures help to differentiate the nasal carriers. Examination 
of the nose including roentgenologic study of the sinuses is 
advisable. 

Hamburger and Lemon (THE JourNAL, March 30, 1946, 
p. 836) report good results in the treatment of streptococcus 
carriers with calcium penicillin in beeswax and peanut oil, 
300,000 units daily for five to seven days. They state that this 
can be given intramuscularly to most ambulatory carriers in 
daily 1 cc. doses without interference with normal activities. 

Determination of sensitivity of the organism to penicillin seems 
indicated in the case described, with regulation of the dose of 
penicillin according to the sensitivity. Injections of 40,000 to 
50,000 units of penicillin every three or four hours intr 
larly should attain more effective blood levels than a single 
daily dose, and should be continued for five to seven days. 

Before undertaking further treatment diagnostic culture should 
be carried out to determine effectively that beta hemolytic strep- 
tococci are present as the cause of the condition. 


OVULATION WITHOUT MENSTRUATION 


To the Editor:—A normally developed woman aged 19 consulted me for 
the relief of nausea and vomiting of several weeks’ duration. She has 
been married about one year and has never menstruated in her life. 
Several sisters have menstruated normally since age 12. Repeated exam- 
ination revealed a normally progressing pregnancy of slightly more than 
three months’ duration. Have other cases been ed in which preg- 
nancy occurred in spite of primary amenorrhea? Can ovulation occur 
without subsequent menstruation? Must one assume that this patient 
had only one ovulation in her life and became pregnant at once? 


F. C. Katzenstein, M.D., Salem, Ill. 


ANSWER.—This young woman may have been late in develop- 
ing and this may have been her first ovulation. 

One must be sure that the woman is actually pregnant. 
Tumors must be considered, both uterine and extrauterine, some 
of which produce positive Friedman reactions, namely hydatidi- 
form mole and chorionic carcinoma. Hematometra must not be 
overlooked. 


Certain ovarian tumors must be considered which are defemi- 
nizing or masculinizing and therefore prevent menstruation. 

Ovulation, as determined by indirect means such as tempera- 
ture readings, apparently does occur without menstruation. 
Many women who menstruate occasionally over a period of 
months or years do become pregnant. Patients may ovulate but 
through some defect in the uterus, endometrium or hormone 
balance they may not menstruate. 


In certain lower animals, particularly the rabbit, ovulation 
occurs with copulation. 


BACKACHE AT NIGHT 


To the Editor:—An apparently normal, weil developed man aged 38 com- 
plains of backache which comes on only when he stays in bed. It has 
been present for the past fifteen years. The pain is in the lumbar 
area, is sufficient at times to disturb his sleep and disappears within 
one hour after he gets up. Hard and soft mattresses have been tried 
without relief. Roentgenograms of the spine reveal no pathologic con- 
dition. His posture is good, physical examination reveals essentially 
normal conditions and his habits are temperate. Please suggest possible 
causes of the pain. M.D., New Jersey. 


Answer.—Backache which is present only or primarily at 
night, and which disappears within a short time after arising, is 
almost always caused by a visceral lesion. A duodenal ulcer 
which is located on the posterior wall of the duodenum in close 
contact to the spine may be extremely difficult to visualize with 
barium roentgenograms. Such an ulcer may be the cause of 
backache such as that described. An excellent test for this, if 
the ulcer cannot be demonstrated in roentgenographic studies. 
would be a trial of ulcer management for about ten days. Such 
management should of course include some type of small feeding, 
including milk or cream at bedtime. 
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PAIN FOLLOWING INJURY TO THE TESTICLE 


To the Editor:—A coach tells me that he has found a manipulation to 
relieve the excruciating pain and muscle spasm that follows an injury 
to the testicles, such as a kick. The manipulation consists of having 
the subject lie on his abdomen and giving firm, steady pressure on the 
middle of the back at about the level of the twelfth dorsal or first 
lumbar vertebra. He says that on several occasions he has used this 
with almost instant relief to the injured. Can you explain why a person 
gets instant relief from this manipulation? M.D., Nebraska. 


ANSWER.—No. However, it is true that from a neurologic 
angle one does occasionally see persons with a peculiar pain 
referred to various parts of the trunk and extremities that will 
follow injury to the back. The suggestion has been made at 
times that a particular nerve may be impinged on and that by 
pressure over the spine this may be relieved. However, if the 
testicular pain is caused by a blow to the testicle itself, it does 
not seem reasonable to think that any mainipulation of the spine 
would have any effect on it. 


USE OF HAPAMINE AND THE ANTIHISTAMINIC DRUGS 


To the Editor:—is there any contraindication to the simultaneous use of 
(1) “hapamine,” the histamine-diazoproteinate preparation (Parke Davis 
& Company) and (2) one of the antihistaminic drugs (diphenhydramine 
[benadryl] or tripelennamine [‘‘pyribenzamine’’]) in a case of chronic 
atopic dermatitis? Would the antihistaminic drug neutralize the 
“hapamine” and prevent the supposed stimulation and production of 
the histamine antibodies (immune response) in the body? 


William Sloan Lyles, M.D., New York. 


ANSWER.—There is no contraindication for the simultaneous 
use of hapamine and any of the antihistaminic drugs. It is 
generally believed that the antihistaminic drugs exert their thera- 
peutic effect by competing with histamine for various sites of 
action on the cell. There is no direct neutralizing effect of 
histamine. If antibodies are produced as a result of injections 
of “hapamine” (which is debatable) the use of antihistaminic 
drugs would not prevent the development of such antibodies. 


PRECAUTIONS BEFORE GOING TO LATIN AMERICA 
To the Editor:—What prophylactic injections for immunity should be taken 


prior to a short visit to Havana (three days) and the east coast of 
Guatemala (two days) by boat? M.D., San Francisco. 


ANSWER.—Before starting your trip you should have a suc- 
cessful vaccination against smallpox. If you already have a 
scar which is of more than five years’ duration, then you should 
be revaccinated. You should also be immunized against typhoid- 
paratyphoid fever. 


Visitors to the interior of any Latin American nation should 
consider vaccination against typhus and the possible use of 
protective medication against malaria. 


DANGERS OF THERAPY WITH ESTROGENS 


To the Editor:—A recent editorial on the estrogenic treatment of prostatic 
carcinoma stated that the use of estrogens for treatment of males was not 
without danger. What are dangers of estrogen therapy in prostatic 
hypertrophy and carcinoma? Marks $. Shaine, M.D., New York. 


ANSWER.—Anxiety concerning the prolonged administration 
of estrogen to human males largely stems from experimental 
studies. In certain strains of mice the estrogens readily evoke 
cancer of the breast or the interstitial cells of the testis. While 
treatment with estrogens in women has been implicated in cancer 
of the breast in only a few cases, any new therapeutic method 
with such a serious history in laboratory animals must be used 
with caution for some years. 


SALICYLATES NOT USED TO PREVENT THROMBOSIS 


To the Editor:—Enough experimental work has been done to demonstrate 
that if salicylic acid is given to laboratory animals it causes hypo- 
thrombinemia and hypocoagulability. Similar action was found in the 
human subject. Since -this action is much like that of “dicumarol,” 
1 am interested to learn whether or not any attempt was made to make 
therapeutic use of salicylates in conditions in which thrombosis is antici- 


pated or is actually present? oyis Newton, M.D., Bridgeport, Conn. 
Answer.—As far as is known, no concerted attempt has been 


made to use salicylates therapeutically to prevent or treat throm- 
bosis in man. 


ALLERGY AND STRONTIUM SALICYLATE 
To the Editor:—Are there any reported allergic reactions to strontium 
salicylate? C. W. Atherton, M.D., Fairview, III. 


ANSWER.—Allergic reaction to salicylates are not uncommon 
and consist chiefly of skin rashes associated with itching. The 
reports generally do not distinguish between strontium sali- 
cylate or other salicylates. It is quite certain, however, that 
those who are allergic to sodium salicylate would also be allergic 
to strontium salicylate. In this connection it is important to 
differentiate another type of salicylate allergy. In most instances 
of allergy to acetylsalicylic acid in which the symptoms are 
urticaria, asthma or rhinitis, sodium or strontium salicylate can 
be taken without ill effect. 


ASTHMA 


To the Editor:—Please discuss the indications for digitalis therapy in o 
prolonged attack of bronchial asthma. M.D., West Virginia. 


ANSWER.—Digitalis may be indicated in patients with asthma 
if there is any evidence of cardiac decompensation. This is not 
common in patients with asthma unless the condition has been 
severe and of many years’ duration, or unless the patient has 
cardiac disease in addition to the asthma. The normal heart 
can tolerate many years of severe asthma without signs of 
decompensation. The usual signs of cardiac decompensation 
should guide the physician. Moist rales at the bases of the 
lungs, slight tenderness of the liver on palpation, enlargement of 
the liver, dependent edema and other signs of fluid retention 
indicate the usefulness of digitalis therapy. 


“RADICAL CAUTERIZATION OF NOSTRILS” 


To the Editor:—The reply in The Journal of Nov. 8, 1947, page 682, 
concerning radical cauterization of the nostrils in hay fever stated that 
“when allergic methods do not produce the desired results one may 
consider the advisability of employing conservative cauterizing methods, 
chiefly chemical.’ In those desperate cases in which there is almost 
continual sneezing, rhinorrhea and complete blocking of both nasal 
chambers, these chemicals are of little value and in some instances 
their application to an already inflamed mucous membrane will cause 
more irritation. These patients usually have large, pale blue inferior 
turbinates with redundant mucous membrane. The slightest irritation, 
whether by pollen, dust, fumes or chemicals, causes the redundant part to 
swell and block the nasal passages. 

In such cases | have employed diathermy cauterization of the inferior 
turbinates for the past ten years. |! use a bipolar turbinate needle, 
which ‘is inserted between the mucous membrane and the turbinate bone 
for a distance of about 1 inch (2.5 cm.) after the field has been 
anesthetized with a topical application of 5 per cent cocaine and a 
submucous infiltration of a 0.5 solution of procaine. The precise amount 
of tissue to be cauterized can be controlled by adjusting the gap between 
the parallel poles. in this way the electrocautery is confined to the 
submucosa. Contraction of the resulting scar pulls the mucous mem- 
brane down with it toward the turbinate bone and keeps it there perma- 
nently. A unipolar electrode, known as the Beck turbinate needle, can 
also be used. With this needle it is not possible to control the exact 
amount of cauterization in the tissue surrounding the needle. 


Treatments serve a twofold purpose, permanent shrinkage of the 
mucous membrane and substantial reduction or complete elimination of 
sneezing by destruction of the ends of afferent nerve fibers, thus rais- 
ing the threshold for a given stimulus. 

| have observed that if one half to two thirds of the anterior portion 
of the inferior turbinate is treated with electrocautery the sneezing sub- 
sides. Three to four treatments are required. If other nasal pathologic 
conditions exist, they should be corrected. 

After treatment in some patients there develops a fever. Routinely 
| insert a nasal pack saturated in tyrothrycin and have the patient take 
penicillin by mouth as a prophylaxis. A nasal spray of 0.5 per cent 
solution of ephedrine is prescribed for home use. In severer cases, 
0.5 per cent solution of cocaine is added. 

Despite all precautions, the mucous membrane proper occasionally was 
burned by the electrocautery. In such cases regeneration took place and 
ill effects were not observed. 

1 do not agree that radical cauterization may produce such compli- 
cations as sinusitis or asthma due to the loss of physiologic functions 
of the nasal tissues. | believe there is far greater danger of producing 
these conditions by allowing severe hay fever with complete nasal 
obstructions to continue, after having failed to relieve it through con- 
ventional methods. In a series of 150 cases none was made worse, and 
only in 4 cases was it necessary to resort to other methods, namely 
roentgen and radium therapy. This wos used to control rhinorrhea, as 
the sneezing had already been reduced and good shrinkage had been 
obtained with the cautery. 

The belief that the use of electrocautery will result in loss of physi- 
ologic function of the nasal tissue is founded on an academic premise 
rather than on practical experience. Certainly no ill effects on the 
sense of smell could be produced by the radical cauterization of the 


inferior turbinate. Irving E. Kaufman, M.D., Chicago. 
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